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SPECIAL  ARTICLE 


The  Geography  of  Inpatient  Adnnissions  in 
North  Carolina:  A  Fifteen-Year  Analysis 


Thomas  C.  Ricketts.  M.P.H. 


NORTH  Carolina's  hospitals  differ  from  those  in  other 
states  by  their  large  number,  wide  distribution,  and 
generally  modest  size.  In  1984  there  were  130  general, 
acute  care  hospitals  located  in  83  counties.  Those  hospitals 
ranged  in  size  from  12  to  765  beds  with  49  (38%)  having 
fewer  than  100  beds  and  only  16(12%)  having  more  than 
400  beds.  This  system  of  hospitals  reflects  a  dispersed, 
largely  rural  population  organized  around  a  tradition  of 
independent  county  government. 

Much  has  been  written  about  whether  the  state  needs 
this  many  hospitals  given  the  growth  of  technology,  good 
transportation,  and  a  trend  to  lower  hospitalization  rates.' 
However,  those  discussions  have  focussed  on  the  financial 
and  organizational  concerns  of  hospitals.  The  hospitali- 
zation patterns  of  the  population  have  geographic  dimen- 
sions as  well;  these  are  related  to  general  market-area  forces 
as  well  as  the  distribution  of  clinical  resources  and  the 
relationships  among  physicians. 

Patient  Origins  and  Health  Planning 

Patterns  of  intercounty  hospital  admissions  were  first 
analyzed  in  1972  by  the  Social  Research  Section  of  the 
University  of  North  Carolina  at  Chapel  Hill  Division  of 
Health  Affairs.  Figure  1  (next  page)  is  adapted  from  that 
original  analysis.  The  analysis  was  in  support  of  a  growing 
interest  in  the  development  of  regional  health  planning 
areas.  The  passage  of  the  National  Health  Planning  and 
Resources  Development  Act  of  1974  revived  the  interest 
in  regionalization  as  the  state  prepared  to  develop  a  system 
of  Health  Service  Areas  centered  around  Health  Systems 
Agencies.  That  process  involved  the  description  of  rational 
hospital  market  or  service  areas.  A  discussion  document 
was  developed  by  the  Health  Services  Research  Center  at 
the  University  of  North  Carolina  at  Chapel  Hill  which, 
again,  described  cross-county  admissions.^  Figure  2  (next 
page)  is  adapted  from  that  analysis. 

In  1985.  there  arose  a  different  set  of  concerns  over  the 
future  of  the  health  care  system.  The  continued  viability 
of  small,  rural  hospitals  was  in  doubt  and  the  fiscal  stress 
on  all  hospitals  was  giving  rise  to  concern  over  the  dis- 
tributiuon  of  charity  care  for  indigents.  Again,  an  anlysis 
of  the  intercounty  movement  of  inpatients  was  organized 
to  determine  if  there  were  patterns  of  admissions  that  might 
serve  to  redistribute  the  burden  of  care  among  counties. 


From  the  Health  Services  Research  Center,  University  of  NoHh  CaroHna 
Chapel  Hill  27514. 
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Similar  maps  to  the  ones  prepared  in  1972  and  1976  were 
developed  using  the  same  patient  origin  data  with  the  ad- 
dition of  a  special  analysis  of  Medicaid  patients,  which 
became  available  for  the  first  time  in  that  year.  Figures  3 
and  4  (next  page)  are  the  results  of  that  analysis.' 

Each  of  the  maps  utilized  hospital-reported  patient  or- 
igin data  except  for  figure  4  which  is  based  upon  the 
Medicaid  Claims  File  collected  by  the  Division  of  Medical 
Assistance  and  organized  for  analysis  by  the  state  Center 
for  Health  Statistics.  The  choice  of  the  10%-or-greater 
level  of  cross-county  inpatient  movement  was  based  on 
the  comparability  of  that  figure  with  the  earlier  analyses. 
Each  figure  will  be  discussed  in  the  context  of  health  and 
medical  care  system  changes  and  conditions  related  to  the 
data  presented  in  the  maps. 

The  Geographic  Consequences  of  a  Changing  System 

In  1969  there  were  132  general,  acute-care  hospitals 
operating  in  the  state  distributed  in  much  the  same  pattern 
as  15  years  later.  This  earlier  distribution  of  hospital  re- 
sources met  local  needs  very  adequately  and  was  the  result 
of  an  eight-year  period  of  consolidation  which  resulted  in 
more  beds  in  fewer  hospitals.  That  trend  was  described  to 
be  the  result  of  a  growing  "sophistication  of  equipment 
and  personnel  needed  to  provide  good  hospital  care,  and 
the  cost  of  providing  it."  Such  trends  were  said  to  "de- 
mand that  hospitals  be  larger  and  fewer. "''  The  referrals 
to  large,  tertiary  care  hospitals  outside  the  smaller  counties 
was  not  very  great,  as  figure  1  indicates,  although  the 
analysis  of  the  distribution  of  hospitals  and  hospital  beds 
from  which  the  above  quote  was  taken  made  much  of  the 
fact  that  the  movement  of  patients  across  county  lines 
indicated  a  strong  need  for  regionalization  of  facilities; 
"such  regionalization  could  form  the  basis  for  further  plan- 
ning for  the  future  of  the  state's  hospital  system."' 

The  referral  and  admission  patterns  of  five  years  later 
indicated  the  extent  of  this  growing  centralization  of  hos- 
pital services.  Figure  2  shows  a  very  large  increase  in  the 
number  of  cross-county  admissions  and  reflects  the  grow- 
ing importance  of  the  larger  hospitals  in  a  system  that  was 
focusing  more  and  more  on  inpatient  treatment  using  so- 
phisticated technologies.  The  pattern  of  cross-county  ad- 
missions in  1974  include  several  very  distant  referral  paths 
that  run  against  the  rational  division  of  the  State  into  med- 
ical service  areas.  The  teaching  hospitals,  especially  those 
adjacent  to  medical  schools,  were  drawing  patients  from 
counties  close  to  large,  non-teaching  hospitals. 


Figure 


North  Carolina  Inpatient  Movement,   1969 


_►    10%  or  more  of  a  County's 

Resident  General  Hospital  Admissions 


Figure  2 


Northi  Carolina  Inpatient  Movement,   1974 


-^    10%  or  more  of  County's  Resident 
General  Hospital  Admissions 
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Figure  3 


North  Carolina  Inpatient  Movement,   1984 


->.    10%  or  more  of  a  County's  Resident 
General  Hospital  Admissions 


Figure  4 


North  Carolina  Medicaid  Inpatient  Movement,  1984 


-►    10%  or  more  of  a  County's  Resident 
General  Hospital  Admissions 
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By  1984  the  pattern  of  cross-county  movement  returned 
to  a  more  "rational"  distribution,  although  the  volume  of 
movement  remamed  the  same.  The  opening  of  the  state's 
fourth  medical  school  at  East  Carolina  University,  and  the 
enlargement  of  the  Pitt  County  General  Hospital  to  include 
a  wider  range  of  clinical  specialties  and  services,  made 
Greenville  the  focus  of  a  growing  referral  pattern.  The 
central  role  of  the  hospitals  in  Wake  County  with  regard 
to  cross-county  referrals  appears  to  have  diminished  while 
a  distinct  service  area  appears  to  have  been  growing  around 
Moore  county.  By  1980  there  was  an  emerging  concern 
that  the  pattern  of  referral  and  admission  for  Medicaid 
patients  may  have  diverged  from  that  of  the  general  in- 
patient population  which  the  first  three  figures  depicted. 
The  availability  of  patient  origin  data  for  Medicaid  inpa- 
tients allowed  for  the  same  geographic  analysis  of  that 
sub-population  of  inpatients  for  comparisons.  Figure  4. 
which  is  based  upon  the  same  parameters  as  the  other  maps 
but  restricted  to  patients  for  whom  the  Medicaid  Program 
paid  hospital  bills,  indicates  that  the  pattern  for  Medicaid 
inpatients  is  much  the  same  as  for  the  general  population, 
with  few  exceptions. 

Analysis  for  the  Future 

The  geographic  analysis  of  patient  movement  is  impor- 
tant in  the  description  of  service  areas  for  planning  and 
marketing  purposes.  However,  in  the  absence  of  any  cen- 


tralized health  planning  apparatus,  the  decisions  made  in 
planning  and  marketing  are  made  in.  and  applicable  only 
to.  the  individual  hospitals  and  hospital  authorities;  each 
will  use  this  type  of  information  to  strengthen  its  individual 
market  position.  With  the  growth  of  outpatient-oriented 
medicine  concentrated  in  health-maintenance  and  similar 
kinds  of  organizations,  the  next  step  is  an  analysis  of  the 
medical  market  areas  in  North  Carolina  with  a  focus  on 
outpatient  movement.  Unfortunately,  data  for  such  an 
analysis  are  not  yet  available. 

North  Carolina  does  appear  to  have  a  market-based, 
regional  hospital  system  clustered  around  seven  or  eight 
central  places.  That  regionalization  has  only  become  ev- 
ident in  the  past  decade,  after  the  enthusiasm  for  region- 
alization has  died,  unlikely  to  be  revived  in  the  near  future. 
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Talking  Sweet  Reason: 
Some  Optimistic  Tiiougiits  on 
tine  Future  of  Health  Care 


J.  Alexander  McMahon,  J.D. 


Present-day  Hospitals 

Everybody  knows  that  inpatient  hospital  activity  is  down. 
1  don't  know  whether  it  will  go  down  further,  but  I  know 
there  is  a  great  deal  of  variation  in  admitting  practices 
throughout  the  country.  If  you  look  at  the  days  of  care  per 
thousand  people  in  southern  Idaho,  for  example,  it  is  vastly 
different  from  and  lower  than  the  rest  of  the  country.  We 
can't  explain  it.  We  see  variation  even  within  an  institu- 
tion. Some  doctors  just  hospitalize  differently  from  others. 

If  admissions  are  going  down,  it's  not  because  payors 
won't  cover  needed  care  and  quality  is  suffering.  It's  be- 
cause some  folks  traditionally  hospitalized  don't  need  to 
be  in  the  hospital.  I  am  not  going  to  guess  where  the 
admission  trend  will  go  in  individual  institutions.  A  lot 
depends  on  where  you  are  and  the  institution.  Duke  Hos- 
pital hasn't  lost  in  percentage  of  admissions  as  some  of 
my  friends  in  the  rest  of  North  Carolina  have,  for  instance. 

I  think  we  ought  to  prepare  in  the  future  for  a  continued 
reduction  in  inpatient  days,  not  completely  offset  by  growth 
of  population  or  of  the  elderly.  I  just  see  inpatient  util- 
ization continuing  to  drop,  largely  because  of  a  drop 
in  length  of  stay,  but  also  because  of  an  overall  drop  in 
admissions. 

But  if  inpatient  activity  drops,  it  doesn't  mean  that  health 
activity  is  dropping.  At  the  American  Hospital  Associa- 
tion, we've  got  excellent  inpatient  hospital  activity  statis- 
tics. We  don't  have  the  same  kind  of  trackage  on  outpatient 
activity,  but  I've  a  very  strong  sense  that,  while  inpatient 
surgery  is  down,  surgery  as  a  whole  is  not.  More  surgery 
is  being  done  on  an  outpatient  basis. 

That's  not  due  to  diagnosis  related  groupings.  DRGs 
include  absolutely  no  incentive  for  reducing  admissions. 
As  a  matter  of  fact,  there  is  every  incentive  for  increasing 
admissions,  yet  that's  not  happening.  Therefore,  some- 
thing more  is  going  on  than  DRGs. 

I  think  the  increase  in  the  number  of  physicians  is  the 
first  influence.  Changes  in  employment-related  health  in- 
surance are  number  two,  and  DRGs  are  number  three. 
Hospitals  taught  doctors  about  one-day  surgery.  Now.  the 
doctors  appear  to  realize,  "Well,  if  I  can  do  ambulatory 
surgery  in  the  hospital,  why  can't  I  do  it  in  my  office?" 

From  Duke  University  Hospital.  Department  of  Health  Administration. 
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Many  changes  in  the  environment  are  bringing  about 
very  marked  changes  in  the  delivery  of  health  services. 
They  are  giving  different  incentives  to  this  system,  par- 
ticularly for  patients  to  demand  that  care  be  given  a  little 
differently.  So  health  services  are  still  being  delivered, 
and  the  total  is  still  increasing,  but  those  of  us  who  tra- 
ditionally have  focused  on  the  inpatient  side  need  to  think 
of  services  more  broadly. 

Another  significant  factor  in  the  hospital  area  is  the  rapid 
increase  in  the  number  of  elderly,  particularly  the  old  old. 
who  are  over  S5.  They  consume  substantial  health  care 
services,  but  not  always  necessarily  on  the  inpatient  side. 
You  don't  have  to  cogitate  very  long  to  understand  the 
possibilities  of  an  elderly  couple,  both  past  85.  One  passes 
away.  The  other  one  may  not  need  health  services  in  a 
hurry  in  the  traditional  sense,  but  he  or  she  may  need  some 
kind  of  homemaker  or  other  support  services. 

If  your  hospital  has  a  home  health  program,  why  not  a 
health  ami  homemaker  program?  Hospitals  already  have 
management  skills  and  a  lot  of  skilled  people,  including 
dietary  and  housekeeping.  Yes,  inpatient  care  is  dropping, 
but  there  are  many  other  opportunities  to  render  services. 
I'm  not  talking  about  making  money,  although  you've  got 
to  make  money  to  survive  and  keep  institutions  open.  But 
there  are  needs  for  services,  and  who  better  to  fill  those 
needs,  to  my  way  of  thinking,  than  the  hospitals?  I  don't 
think  we're  going  to  lose  control  of  health  care  services 
if  we  meet  community  needs. 

Health  Care  Systems  of  the  Future 

I  suspect  we're  going  to  continue  to  see  all  kinds  of 
differences  in  control  lines,  organizations,  conglomerates 
and  so  on  in  health  care  systems  of  the  future. 

The  investor-owned  hospital  segment  is  not  growing. 
Investor-owned  hospitals  by  ownership  have  been  steady 
at  750  acute  care  hospitals  for  15  years.  What  is  growing 
is  the  investor-owned  chain.  Much  of  the  growth  of  the 
chains  has  been  from  originally  independent,  doctor-owned 
hospitals.  There  has  not  been  a  great  movement  in  not- 
for-profit  or  public  hospitals  turning  investor-owned. 

What  is  happening  is  multi-organizational  development 
beyond  hospitals.  Some  of  it  is  blatant  protectionism.  If  I 
tie  up  with  others,  they  can  help  me  and  I  can  help  them. 
Besides,  we  can  sit  around  and  talk  and  worry  together. 
There  is  a  rapid  growth  in  multi-organizations.  The  inter- 
esting thing  is  there  is  more  rapid  growth  in  the  not-for- 
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profit  arena  than  there  is  in  the  investor-owned;  for  ex- 
ample. Sun  Health,  Voluntary  Hospitals  of  America. 
American  Healthcare  Systems.  Lutheran  Hospitals  and 
Homes  Society  of  America  in  Fargo.  North  Dakota,  etc. 
With  all  the  changes,  we  still  have  absolutely  stable 
ownership  of  roughly  6,000  acute  care  hospitals  —  3,300 
not-for-profit.  1.700  publicly-owned.  750  investor-owned, 
and  about  350  federal  —  Veterans  Administration  and 
military.  With  the  ownership  steady,  the  change  that  is 
going  on  is  the  development  of  these  multi-organizations, 
alliances  and  so  on.  The  health  care  system  is  becoming 
more  interrelated,  not  only  by  ownership  but  by  alliances 
of  various  kinds. 

There  are  many  similarities  between  not-for-profits  and 
investor-owned.  1  see  more  differences  within  each  of  these 
segments  than  I  do  between  them.  I  see  some  inappropriate 
entrepreneurial  activities  among  some  of  my  not-for-profit 
constituents,  and  I  see  some  very  community-oriented  ac- 
tivities among  some  of  my  investor-owned  constituents. 
Look  at  the  situation  at  Duke  University.  Duke  is  ob- 
viously not  investor-owned.  But  the  bond-holders  from 
whom  Duke  borrowed  $100  million  are  looking  at  the 
Duke  Medical  Center  to  make  very  sure  not  only  that 
interest  and  principal  are  being  paid  on  time  but  that  there 
is  a  sufficient  margin  to  assure  that  they'll  be  paid  next 
year  and  the  year  after  that.  They  insisted  on  .some  triggers 
that,  if  Duke  didn't  make  the  required  bottom  line,  would 
provide  that  security.  Obviously,  it's  a  different  magnitude 
ot  bottom  line  than  if  Duke  were  investor-owned,  but  it 
needs  a  positive  bottom  line.  The  administration  must  run 
the  place  differently  from  the  way  it  used  to  because  it  is 
getting  money  from  the  same  kinds  of  capital  markets  that 
the  investor-owned  hospitals  are.  There  are  still  some  dif- 
ferent kinds  of  requirements  involved:  stock-holders  al- 
ways have  a  bigger  risk  than  bond-holders.  But  when  not- 
for-profits  moved  away  from  Hill-Burton  money  and  do- 
nations and  went  into  the  capital  market,  they  needed  to 
pay  more  attention  to  a  record  of  revenues  in  excess  of 
expenditures. 

Ownership  is  not  an  all-important  distinction.  I  see  us 
all  needing  attention  to  revenue  to  assure  appropriate  ac- 
cess to  capital  markets,  if  we're  to  continue  to  grow.  I 
think  we  are  going  to  see  some  multi-institutional  alliances 
using  their  broader  asset  base  to  provide  capital  market 
access.  And  because  there  are  bright  prople  throughout 
this  system,  they'll  find  other  ways  for  independents,  too, 
to  assure  access. 

In  examining  the  future  heahh  care  system,  I  think  that 
health  care  is  bound  to  move  more  rapidly  into  capitafion. 
Government,  business,  and  even  state  agencies  dealing 
with  indigents  are  seeing  and  believing  that  a  single  price 
that  covers  the  whole  range  of  services  —  physicians, 
inpatient,  outpatient,  follow-up  care,  and  so  on  —  has 
better  incentives  than  fee-for-service  health  care.  They 
have  been  aided  and  abetted,  of  course,  by  the  siren  singers 
of  capitation  —  Paul  Elwood,  Walter  McClure.  Clark  Hav- 
ighurst,  in  part,  and  Alain  Enthoven  —  all  of  whom  en- 
courage appropriate  incentives  for  the  payor,  the  provider, 
and  the  patient. 

An  interesting  thing  about  capitation  is  that  this  is  one 
place  where  provider  control  can  be  recaptured.  Kaiser- 
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Permanente.  father  of  all  HMOs,  is  provider-controlled: 
Permenente  Medical  Group  on  the  physician  side  and  Kai- 
ser Hospital  System  on  the  hospital  side.  In  the  capitation 
area,  you  don't  need  a  carrier.  You  will  need  some  skills 
that  hospitals  don't  traditionally  have,  such  as  marketing 
and  actuarial  and  pricing  skills,  but  you  can  acquire  them 
in-house.  I  see  great  interest  in  capitation  by  business.  If 
we're  moving  to  capitation,  hospitals  will  need  additional 
skills.  If  we're  moving  to  managed  care  by  carriers,  they 
must  develop  some  skills  that  they  have  never  shown  be- 
fore, including  the  ability  to  take  some  of  those  differences 
between  practice  patterns  and  straighten  them  out. 

The  Challenges  of  the  Future 

What  are  the  things  that  will  influence  success  in  the 
future?  Three  things:  federal  government  policy;  local  gov- 
ernment action;  and  insititutional  practices. 

National  health  policy  is  in  an  absolute  shambles  and  I 
don't  see  it  getting  any  better  for  at  least  the  next  four 
years.  All  congressional  decisions  are  budget-driven  and 
deficit-driven. 

We've  written  a  record  in  this  country  that  is  absolutely 
marvelous  in  dealing  with  crises.  Look  at  the  crisis  that 
faced  Social  Security  and  brought  about  some  remarkable 
changes  in  1983.  We  don't  deal  with  non-crisis  situations 
neariy  as  well.  We  don't,  unfortunately,  have  a  real  crisis 
in  the  health  care  world,  either  in  Medicare  or  in  Medicaid, 
so  what  we  see  instead  is  a  political  game. 

The  Congress  of  the  United  States  doesn't  want  to  admit 
that  it  over-promised  elderiy  people  in  Medicare.  Congress 
prefers  to  squeeze  the  doctors  and  the  hospitals.  Govern- 
ment knows  that,  with  all  the  reduction  in  patient  activity, 
the  hospital  field  is  in  better  financial  shape  than  it's  ever 
been.  Even  with  the  reduction  in  annual  increases  in  ex- 
penses from  15  to  five  percent,  many  hospitals  have  the 
strongest  bottom  line  ever.  But  that's  the  average.  Many 
hospitals  are  in  different  shape.  Again,  it's  the  old  story. 
You  can  drown  in  a  river  whose  average  depth  is  six 
inches. 

I  think  we're  going  to  see  some  additional  government 
attempts  to  squeeze.  Over  the  last  couple  of  days.  I've 
been  figuring  out  how  we  can  escalate  the  attention  of  key 
leaders  to  our  problems  and  the  future  implications  of  these 
squeezes.  Obviously,  there's  nothing  secret  about  the  best 
method.  It  means  identifying  hospital  people  with  ties  to 
congressional  leaders. 

The  second  area  of  challenge  for  the  future  is  state  and 
local  government  and  the  community.  If  the  federal  gov- 
ernment is  retiring  from  its  large  role  in  health  care,  we'll 
find  more  and  more  need  for  action  at  the  state,  county, 
city,  and  community  level.  Providing  care  for  the  indigent 
and  the  uninsured  is  the  biggest  single  problem  for  health 
care  and  hospitals.  When  you  look,  you  find  that  the  un- 
compensated care  hospitals  give  often  goes  to  workers  or 
dependents  of  employed  people,  who  just  don't  have  health 
insurance.  Well,  that  may  be  a  community-level  problem. 
There  certainly  won't  be  a  vast  federal  program.  So  we 
must  do  some  better  work  in  the  local  area.  It  means  being 
involved  with  the  business  coalitions.  It  means  being  in- 
volved with  political  figures,  making  them  more  aware  of 
what  hospitals  are  doing. 
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The  final  area  of  challenge,  and  the  key  (o  success,  is 
really  the  institution  itself.  I  believe  that  here  is  where  the 
real  issues  are  to  be  resolved.  I  have  a  very  strong  feeling 
that  because  we're  bright,  we  can  solve  some  of  these 
problems  ourselves.  It  will,  however,  take  a  better  internal 
environment  than  we've  ever  had  before.  I'm  not  sure  that 
we've  done  the  greatest  job  in  all  the  world  in  explaining 
the  roles  and  responsibilities  of  governance,  management 
and  medical  staff.  There  is  some  thrashing  around  now  to 
apply  business  principles  to  hospitals,  and  we  have  a  good 
debate  raging  as  to  whether  or  not  business  ethics  are 
applicable.  1  tend  to  think  they  are,  but  they  must  be 
applied  a  little  differently.  You  have  to  remember  what  a 
complex  institution  a  hospital  is.  It  isn't  like  a  typical 
business  organized  in  a  pyramid  from  the  CEO  on  down. 
We're  not  even  sure  what  role  the  medical  staff  plays:  are 
the  medical  staff  physicians  the  purchasers  of  hospital  serv- 
ices? Whatever  they  are.  they  are  very  important,  and  I 
don't  think  hosptial  CEOs  have  done  the  best  job  of  cre- 
ating good  relationships  with  the  medical  staff. 

Let's  look  at  the  similarities  between  the  hospital  and 
the  educational  institution.  Each  has  complex  relationships 
among  governance,  administration,  and  staff.  Universities 
have  faculties,  students,  and  alumni;  hospitals  have  med- 
ical staffs,  patients,  and  communities.  From  my  obser- 
vation, educational  institutions  are  a  little  easier  to  govern 
and  manage;  I'm  not  sure  why.  Yet  many  educational 
institutions  do  not  do  any  better  in  dealing  with  the  faculty 
than  hospitals  do  with  the  medical  staff. 

A  good  hospital-medical  staff  relationship  will  be  ex- 
tremely important  for  success  in  the  future.  It  means  get- 
ting a  group  of  people  who  are  uncertain  about  the  future 
themselves  —  the  doctors  —  and  involving  them  in  de- 
cision-making. Board  members  are  restless,  wondering, 
"Where  is  this  institution  of  which  I  am  a  board  member 
going?"  Administrators  wonder,  "Will  I  have  a  job  in  a 
year?"  And  doctors  ask,  "Will  I  be  able  to  treat  my  pa- 
tients without  interference?" 

Successful  hospitals  maintain  good  internal  relation- 
ships that  are  oriented  to  what  they  can  do  together  to 
serve  the  community.  Where  that  is  the  goal,  the  institution 
is  not  only  surviving,  it's  thriving.  With  drops  in  occu- 
pancy of  20  and  25  percent,  they're  working  together  to 
provide  non-inpatient  services.  They  recognize  that  the 
locus  of  care  may  change,  but  patients  haven't  changed. 
People  continue  to  need  appropriate  health  care. 

I  look  to  the  future  with  a  great  deal  of  confidence.  We 
have  the  best  health  care  system  in  the  world.  It  was  made 
good,  made  excellent,  made  the  best  by  the  dedication  of 
physicians,  by  the  dedication  of  administrative  people,  and 
by  the  dedication  of  all  those  board  members  whose  ef- 
forts, attention,  help,  advice,  and  direction  we've  cap- 
tured. And,  yes,  it's  going  to  be  different.  1  thank  the  good 
Lord.  If  it  were  going  along  smoothly,  they  wouldn't  need 
you.  So  whatever  happens,  it  is  well  that  we  are  chal- 
lenged, but  we  are  up  to  the  task,  I  assure  you. 

Questions 

Q.  In  what  ways  might  the  Veterans  Administration  Sys- 
tem change? 
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A.  Let  me  broaden  the  question  and  say  the  government 
system,  because  I  look  at  it  in  two  different  ways.  We 
have  had  some  discussions  with  the  VA  as  to  how  they 
might  use  a  civilian  system  whose  occupancy  is  declining. 
The  discussions  are  on  hold  right  now  because  one  other 
piece  has  to  fall  into  place.  The  Administration  says  we 
need  a  means  test  for  veterans  over  65  the  way  we  have 
for  veterans  under  65.  What  we  have  now  in  the  'VA  system 
is  a  priority  order.  First,  the  veterans  with  service-con- 
nected disability  treated  for  a  service-connected  problem. 
Second,  service-connected  disabled  people  with  any  kind 
of  problem.  I  don't  think  government's  dedication  to  the 
care  of  those  people  will  wane.  Third,  indigent  veterans. 
Below  65  there  is  a  means  test,  but  today  anybody  over 
65  is  considered  to  be  indigent  under  the  VA  priority. 

The  two  biggest  DRGs  in  the  VA  now  are  schizophrenia 
and  drug  addiction-substance  abuse.  I  heard  the  head  of 
the  VA  say  the  other  day,  "We're  becoming  a  system,  in 
large  part,  of  chronic  disease  hospitals."  That's  a  different 
kind  of  care  than  lots  of  my  constituents  perceive  when 
they  talk  about  capturing  some  of  these  people. 

The  Department  of  Defense  hospital  system  is  vastly 
different.  And  there  may  be  some  real  opportunities.  A 
few  weeks  ago.  Secretary  Weinberger,  followed  by  Bud 
Meyer,  the  Assistant  Secretary  of  D^efense  for  Health  Af- 
fairs, stated  that  the  military  medical  system  needs  to  con- 
centrate more  on  military  medical  readiness,  not  on  pro- 
viding a  peacetime  medical  care  system  for  dependents, 
retirees,  and  dependents  of  retirees. 

Questions  arise  on  how  to  keep  the  surgeons  and  the 
anesthesiologists  and  the  nurses  medically  ready.  We  may 
have  to  find  some  ways  to  pull  them  into  the  civilian 
system.  Then  we  have  problems.  They  have  problems. 
What  are  we  going  to  do  about  the  number  of  house  staff 
they  have?  They  don't  know  about  that  either.  My  guess 
is  that  they  may  have  moved  a  little  too  fast. 

But  if  the  system  is  going  to  be  down-sized,  and  the 
peacetime  mission  is  put  aside,  then  we  are  dealing  with 
the  kind  of  population  that  civilian  hospitals  are  used  to. 
More  use  of  the  civilian  health  care  system  would  be  a 
good  way  for  the  country,  I  think,  to  move.  The  Air  Force 
particularly  has  an  isolated  base  problem  and  care  there 
may  include  some  better  use  of  reserves  for  military  read- 
iness. We  are  going  to  explore  that  use,  and  we  will  con- 
tinue to  explore  the  VA  system. 

Q.  What  is  the  magnitude  of  uncompensated  care? 
A.  Estimates  vary.  If  you're  talking  about  all  the  unin- 
sured, including  some  on  Medicaid,  you're  talking  about 
35  million  people.  Out  of  250  million  total  population, 
that's  somewhere  in  the  15  percent  range.  It's  not  a  large 
consumer  group  of  health  care  services. 

Nevertheless,  we  have  to  deal  with  uncompensated  care 
for  the  indigent  and  those  on  the  margin  of  poverty.  It  is 
our  Achilles'  heel  in  a  competitive  system  when  business 
and  the  federal  government  are  trying  to  cut  back  their 
involvement  in  care  costs  for  other  than  their  own  recip- 
ients. Obviously,  demands  for  containing  cost  and  taking 
care  of  indigent  people  at  the  same  time  put  strains  on  the 
institution.  But  society  will  not  allow  people  to  go  uncared 
for  because  of  economic  circumstances.  As  long  as  that 


problem  is  there  and  festering,  it  can  give  rise  to  a  re- 
surgence of  support  for  national  health  insurance. 

You  have  to  keep  in  mind  that  we  have  universal  health 
insurance  —  for  all  intents  and  puiposes  —  covering  85 
percent  of  the  people.  If  we  work  at  the  community  level, 
we  could  get  that  figure  to  90  or  95  percent.  We  have 
Medicare,  we  have  group  health  insurance.  We  do  have 
a  declining  Medicaid  program,  but  at  least  we  have  access 
for  most  people.  And  you  don't  mess  up  a  system  that's 
working  well  for  85  percent  for  the  other  15  percent.  That 
is  why.  I  think,  national  health  insurance  went  by  the 
board.  I  also  think  there  is  a  recognition  that  the  system 
today  is  changing  in  the  right  direction  or  at  least  changing 
in  enough  different  directions  that  some  of  them  must  be 
right. 

1  see  a  great  variation  of  change  in  the  South  and  in  the 
Midwest  —  HMOs.  PPOs.  different  kinds  of  arrange- 
ments. I  was  in  New  York  recently,  and  I  was  amazed 
that  nothing  much  seems  to  be  going  on  there.  Why? 
Because  that  system  has  been  so  intensely  regulated  that 
the  whole  energy  of  the  system  is  devoted  to  coping  with 
regulations  instead  of  delivering  services  to  people.  I  think 
there  is  a  recognition  that,  if  we  tried  a  universal  single 
system,  it  would  be  an  absolute  mess.  I  see  no  interest 
any  more;  even  the  AFL/CIO  has  put  it  on  the  back  burner. 
What  may  happen,  however,  and  what  we're  seeing  in 
South  Carolina,  Florida,  California  and  elsewhere,  in  order 
to  deal  with  the  indigent  care  problem,  is  the  states  getting 
involved.  So  far.  some  of  those  systems  seem  to  offer 
some  hope  of  dealing  with  the  problem. 

Q.  Will  we  reach  a  point  where  we  have  15  or  20  systems 
providing  all  health  care? 

A.  I  doubt  it.  If  we  shrink  to  15  or  20  systems,  is  Duke 
to  be  one  of  them?  1  don't  see  Duke  wanting  to  lead  one 
and  I  don't  see  Duke  involved  as  part  of  one  of  the  20.  1 
don't  think  the  community-oriented  trustees  would  be  in- 
terested. 1  don't  think  that  the  medical  profession,  even 
in  20  or  30  years,  will  be  ready  to  subject  itself  to  that 
kind  of  discipline.  What  I  see  instead  are  these  alliances 
that  1  mentioned  —  a  loose  confederation  working  to- 
gether. I  thought  13  years  ago.  when  I  went  to  Chicago, 
that  we  were  about  to  embark  on  the  new  wave  of  alter- 
native delivery  systems  that  we're  seeing  today.  It  didn't 
happen.  It  wasn't  until  business  became  involved  and  in- 
terested in  capitation,  and  the  number  of  physicians  in- 
creased sufficiently,  and  Medicare  changed  incentives,  that 
we  began  to  see  change. 

Health  care  is  too  localized  a  service  delivery  system. 
We  don't  have  15  or  20  bright  enough  people  to  run  these 
15  or  20  systems.  Weve  got  several  thousands  to  deal  with 
it  on  a  more  localized  basis.  I  don't  think  those  simple 
solutions  are  going  to  happen.  It  just  isn't  the  American 
way  of  doing  things. 

Q.  What  is  the  future  role  of  the  American  Hospital  As- 
sociation? 

A.  Three  years  ago.  we  went  through  an  exercise  to  ana- 
lyze whether  or  not  AHA  was  positioned  appropriately  to 
provide  services  to  a  changing  hospital  constituency.  We 
concluded  we  weren't.  The  House  of  Delegates  was  dom- 
inated by  delegates  selected  by  the  state  hospital  associ- 


ations, who  generally  came  from  the  large  300-400  bed 
institutions  in  the  not-for-profit  sector.  Some  parts  of  the 
constituency  were  not  being  given  adequate  attention,  and 
they  felt  they  weren't  being  given  adequate  attention.  So 
we  created  some  seats  in  the  House  for  multi-organiza- 
tions, created  some  seats  for  the  small  or  rural  hospitals, 
created  some  seats  for  the  metropolitan  hospitals  (the  big 
public  hospitals  like  Cook  County  and  Bellevue  in  New 
York,  and  Charity  in  New  Orieans.  and  the  tertiary  care 
hospitals).  In  addition,  we've  created  some  special  sec- 
tions, not  for  representational  purposes  but  for  service 
purposes.  As  hospitals  get  into  home  health,  ambulatory 
care,  long-term  care  —  what  can  we  do  to  help  them? 

The  decision  was  made  then  to  remain  the  American 
Hospital  Association  instead  of  the  American  Health  Care 
Association.  I  think  that  was  wise  because,  if  we  and  you 
all  do  our  jobs  right,  the  hospital  as  it  exists  today  will  be 
the  hub  of  the  delivery  system.  Our  job,  then,  is  to  help 
all  of  our  constituents  learn  how  to  take  advantage  of  that 
hub  activity.  As  the  locus  of  skilled  people,  hospitals  can 
organize  a  continuum  of  care,  including  those  services 
moved  outside  the  hospital  walls,  such  as  health  education 
and  pre-  and  post-admission  care.  Some  of  the  organiza- 
tions don't  think  of  themselves  anymore  as  being  even 
hospital-oriented.  They  are  delivering  care  and  looking  to 
a  furture  in  which  they  will  deliver  more  ambulatory  care 
than  inpatient  care. 

Writers  in  our  magazines  comment  about  how  you  deal 
with  some  of  the  new  kinds  of  issues.  How  do  you  deal 
with  marketing?  How  are  you  going  to  develop  a  new 
service?  How  are  you  going  to  price  it?  What  kind  of 
payment  should  you  receive?  How  do  you  deal  with  the 
physicians?  How  can  you  develop  a  capitated  system?  How 
can  you  pay  physicians  without  running  into  ethical  pres- 
sures about  rewarding  them  for  not  providing  professional 
services? 

We  are  trying  to  adjust  to  a  competitive  world  where 
our  constituents  are  no  longer  ready  or  able  to  sit  down 
and  work  together.  What  they  are  doing  is  looking  at  one 
another,  asking.  "How  can  I  beat  the  guy  down  the  street?" 
or  "How  can  I  assure  patient  flow  here  to  this  institution 
or  to  this  group  of  providers,  including  the  medical  staff?" 
But  if  we  were  to  focus  too  much  of  our  attention  on  that, 
then  what  would  we  do  about  the  vastly  greater  numbers 
of  hospitals  that  aren't  to  that  point  as  yet? 

It's  very  much  a  changing  world  and.  I  suspect,  one  of 
the  things  that  is  going  to  confront  my  successor  head  on. 
Top  staff  of  AHA  are  meeting  to  revisit  our  mission  at 
AHA.  Who  are  our  constituents?  Are  we  continuing  to 
serve  them  adequately?  We've  had  a  very  constant  mem- 
bership of  about  85  percent  or  higher  of  the  hospitals.  The 
ones  we  missed,  for  the  most  part,  were  small.  But  we 
kept  that  high  membership  because  we  have  been  changing 
as  the  constituency  has  been  changing.  We  have  to  con- 
tinue to  do  so. 

Q.  What  about  paying  costs  for  those  unable  to  pay? 
A.  I  think  it's  going  to  have  to  come  from  all  kinds  of 
places.  For  the  uninsured  employed,  we  may  have  to  figure 
out,  with  the  carriers,  a  benefit  package  that  will  be  lower 
in  coverage  and  lower  in  cost  and  may  be  in  that  way 
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attractive,  if  not  to  the  employer,  to  some  of  the  employ- 
ees. It  may  take  some  sharing  through  underwriting  prac- 
tices, a  subsidy  if  you  like.  Some  of  it  will  continue  to 
come  from  cost-shifting  in  the  hospital,  just  getting  enough 
from  the  paying  patients  to  cover  uncompensated  care  for 
the  others. 

Whether  we're  going  to  see  more  of  the  Florida  and 
South  Carolina  "tax-the-provider"  approaches,  I  don't 
know.  It'll  be  interesting  to  watch  how  those  work.  Four 
or  five  years  out.  I  think  we'll  see  more  state  and  com- 
munity activity.  That's  where  we  must  get  our  business 
friends  involved  to  understand  the  community  responsi- 
bility for  taking  care  of  the  least  advantaged  members  of 
society.  So  you  can  list  ten  sources  and  say  all  of  the 
above. 

Q.  How  will  graduate  medical  education  he  affected? 
A.  We're  going  to  see  some  reduction  in  Medicare  grad- 
uate medical  education  payments.  There  are  some  candi- 
dates for  reduction:  elimination  of  funding  for  foreign  med- 
ical graduates,  for  example.  Of  our  70.000  plus  house 
staff  in  teaching  hospitals  today,  probably  20,000  are  for- 
eign medical  graduates.  An  ever-declining  percentage  of 
them  are  foreign-born.  An  increasing  percentage  of  Amer- 
ican foreign  medical  graduates  are  from  "off-shore"  med- 
ical schools,  and  some  question  the  education  they  are 
getting. 

Another  method  suggested  in  Congress  for  Medicare 
reduction  is  limiting  the  Medicare  payment  for  a  resident 
to  the  number  of  years  for  the  first  board  eligibility  or  five 
years,  which  ever  comes  first.  This  method  is  designed  to 


eliminate  subsidy  for  subspecialty  training.  What  it  shows 
is  the  depth  of  feeling  in  the  Congress  about  the  inappro- 
priateness  of  using  the  Medicare  Trust  Fund  to  provide 
subspecialty  training  for  people  who  are  going  to  make  a 
lot  of  money.  They  say.  "Why  provide  government  fi- 
nanced scholarships  to  people  who  are  going  to  make 
$200,000  a  year?  They  ought  to  be  able  to  take  care  of 
that  on  their  own." 

So  there  is  a  lot  of  thrashing  around.  The  system  isn't 
understood.  This  great,  great  system  we  have  grows  out 
of  a  lot  of  specialty  training.  It's  my  feeling  the  more  we 
can  keep  government  out.  the  better  off  we're  going  to 
be.  because  they  are  bound  to  make  matters  worse.  What 
they  will  do  is  give  us  incentives  to  change  things  around 
so  that  we  don't  have  the  same  process  of  training  first  in 
general  medicine  and  then  in  specialties  and  subspecialties. 
So  I  don't  know.  The  funding  is  vulnerable,  because  it 
represents  a  big  amount  of  money  to  the  government. 

But  let  me  tell  you  the  good  news.  The  good  news  is 
that  regardless  of  what  they  do  we're  going  to  keep  right 
on  providing  a  first-rate  education  for  physicians  and  spe- 
cialty training  too.  If  we  have  to  find  some  other  ways  to 
do  it,  we'll  do  that  too.  I'm  not  sure  that  I  can  see  how 
just  yet.  but  I  am  confident  we  can. 

My  attention  right  now  is  focused  on  fighting  major 
changes  in  what  we're  doing  and  I  don't  know  how  suc- 
cessful we'll  be.  But  we're  not  going  to  see  teaching  hos- 
pitals fade  away,  and  we're  not  going  to  see  deterioration 
in  graduate  medical  education.  And  we  aren't  going  to  see 
rapid  increase  in  the  primary  care  delivery  people,  because 
not  all  students  are  interested  in  that  field.  Q 


We  Help  Alcoholics  Recover. 

Alcoholism  and  drug  addiction  are 
treatable  illnesses. ..with  rewarding 
recovery  rates.  CHAPS  can  help. 

•  Intensive  program  for  family  members 
...to  help  families  recover  together. 

•  Every  patient  leaves  our  program 
alcohol  and  drug  free. 

•  4  to  6  week  Inpatient  program. 

•  Complete  Aftercare  program. 

•  No  patient  age  limit. 
•Treatment  centers  in  Brevard,  NC, 

Pinehurst,  NC  and  Charleston,  SC. 

•  All  three  centers  ore  located  in  full- 
service  hospitals. 

•  Recovery  is  just  a    £^WM  \  DC 
phone  call  away.    ^/ J,  Ii\,Ml    \J 

Carolinas  Hospital  Alcoholism  Program  Services.  Inc..  CONTACT  Bridi...wn>..  Trnn,yl„„ni„  Community  Hospital 

19, 1°"  IJi^rT"^'  '^^  ^^^^^'^^'^  '^°'"  884-2100  OR  Pinehurst  Treatment  Center,  Moore  Memorial  Hospital 
PO  Box  3000,  Pinehurst,  NC  28374,Tel.  (919)  295-7902  OR  CHAPS  Baker  Treatment  Center,  Baker  Hospital 
North  Charleston,  SC  29405, Tel.  (803)  744-2110. 
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Its  NiceTd  H/ve  Someone 
ToReallyOvRE  ForYdu 


When  North  Carolinians  need  medical  attention,  they  need  to  know  that  someone 
is  there.  Someone  who'll  make  certain  all  the  finest  care  is  given.  And  for  just  one 
monthly  payment  through  an  employer,  that's  exactly  what  our  customers  get. 

The  PersonalCare  Plan  from  Blue  Cross  and  Blue  Shield  of  North  Carolina  provides  fam- 
ilies with  their  own  Personal  Care  Physician,  who  manages  every  aspect  of  their  health  care. 

If  you're  a  participating  physician  in  the  Personal  Care  Plan,  you're  working  with  us  to 
offer  the  finest  group  health  care  available.  High  qualify  health  care  in  a  plan  that's  helping 
to  hold  back  rising  costs. 

If  you're  not  a  participating  physician,  but  would  like  to  be,  write  or  call  Director, 
Professional  Relations,  Personal       ta^  ^-^  -p,. 

g,L'!^"S,S,rif^   PERSOmiCAREPLAN 

Telephone  919  489-7431 .  O]  NorthCarolim 

"^Blue  Cross  and  Blue  Shield  of  North  Conilina  l*S(i  A  Subsidiary  of  Blue  Cross  and  Blue  Shield  of  North  Carolina 


LEARNING  WITHOUT  WORDS 


Eosinophilic  Granuloma: 

I  Need  Tiiis  Like  a  Hole  in  the  Head 


David  Darrow.  D.D.S..  and  Mark  Linzer,  M.D. 


•  Headaches  do  not  usually  warrant  skull  radiographs,  hut  when  the 
patient  has  a  headache  and  point  tenderness,  a  skull  film  may  tell  the 
whole  story. 


HEADACHE  is  a  common  symptom;  it  is  often  the 
stimulus  that  brings  a  patient  to  the  attention  of  a 
physician.  Most  headaches  are  attributable  to  muscle  con- 
traction, vascular  disorders  and  conversion  reactions.  The 
diagnosis  can  usually  be  made  by  history  alone.  Radiologic 
and  laboratory  evaluation  are  indicated,  however,  when 
conservative  therapy  is  ineffective  or  when  signs  and 
symptoms  suggest  an  insidious  or  potentially  serious  path- 
ological process.  Recently,  we  were  referred  a  patient  with 
persistent  headache  and  point  tenderness  over  the  painful 
area.  Her  x-rays  revealed  a  surprising  finding  —  a  well- 
defined,  solitary  lytic  lesion  of  the  skull. 

The  "Hole"  Story 

The  patient,  a  37-year-old  native  of  North  Carolina, 
presented  to  her  physician  with  a  three-week  history  of 
left-sided  headache.  The  headache  was  gradual  in  onset 
and  was  not  associated  with  any  precipitating  or  exacer- 
bating factors.  Initially  the  pain  was  dull  and  diffuse,  but 
after  several  days  the  patient  was  able  to  localize  a  sharper 
pain  superior  to  the  left  mastoid  process.  Over  the  three- 
week  period,  the  pain  increased  in  spite  of  self-medication 
with  aspirin,  and  she  sought  the  care  of  her  doctor. 

On  examination,  the  skull  was  tender  to  palpation  over 
the  affected  area.  Possible  mastoiditis  was  diagnosed,  and 
the  patient  received  prescriptions  for  ampicillin  and  an 
analgesic.  Three  days  later,  she  returned  to  her  physician 
with  worsening  pain.  A  skull  radiograph  showed  the  mas- 
toid air  cells  to  be  unremarkable;  however,  a  lytic  lesion 
was  noted  in  the  left  parietal  area.  The  patient  was  sent 
to  Duke  Hospital  for  evaluation  of  the  lesion. 

At  the  time  of  her  admission,  our  review  of  systems 
revealed  no  evidence  of  malignancy,  brain  abscess,  men- 
ingitis, ear  infection,  trauma  or  congenital  bony  defects. 
Specifically,  the  patient  denied  any  history  of  fever,  chills, 
nausea,  vomiting,  trauma  to  the  head,  seizures,  pain  with 
mastication,  ear  pain  or  discharge,  tinnitus,  skeletal  pain, 
abdominal  pain,  breast  disease,  or  weight  loss. 

Physical  examination  was  remarkable  only  for  moderate 
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tenderness  to  touch  in  the  area  of  the  left  mastoid  process 
without  a  palpable  mass.  There  was  no  lymphadenopathy 
to  suggest  infection  or  malignancy.  A  normal  neurological 
examination  indicated  that  involvement  of  the  brain  and 
meninges  was  unlikely.  Laboratory  data,  including  com- 
plete blood  count  with  differential,  electrolytes,  urinalysis, 
electrocardiogram  and  chest  roentgenogram,  were  all  nor- 
mal. 

The  Picture  Tells  the  Story 

With  headache  and  point  tenderness  as  our  only  re- 
markable features,  we  turned  to  the  lateral  skull  film  for 
further  diagnostic  information.  The  film  revealed  a  soli- 
tary, well-defined  "hole  in  the  head"  measuring  eight 
millimeters  in  diameter  and  located  in  the  intramedullary 
space  of  the  posterior  temporoparietal  region  (figure  I). 
This  finding  correlated  with  the  site  of  point  tenderness 
on  clinical  examination.  The  radiograph  allowed  us  to 
narrow  our  primary  differential  diagnosis  to  a  venous  lake, 
an  intramedullary  dermoid  tumor  (a  benign  intracalvarial 
inclusion  of  epidermoid  tissue),  a  dermoid  cyst  and  eos- 
inophilic granuloma.  However,  metastatic  as  well  as  pri- 
mary intracranial  malignancies  were  also  diagnostic  pos- 
sibilities. 

We  then  ordered  a  brain  computed  tomographic  scan, 
which  excluded  any  intracranial  mass  lesions.  A  radio- 
nuclide bone  scan  showed  no  evidence  of  other  lytic  le- 
sions; the  only  area  of  increased  activity  was  at  the  site 
of  the  skull  lesion. 

Making  the  Diagnosis  Is  the  Treatment 

The  patient  was  taken  to  the  operating  room  for  biopsy 
of  the  lesion.  The  surgeon  found  a  small  bony  defect  filled 
with  a  pinkish-gray  soft  tissue.  Pathologic  examination  of 
the  tissue  revealed  large  collections  of  plump  histiocytes 
with  normal  round  nuclei  interspersed  focally  with  collec- 
tions of  eosinophils  —  findings  diagnostic  of  eosinophilic 
granuloma.  The  surgical  site  was  then  curetted,  irrigated, 
and  patched.  The  patient  was  discharged  in  good  condition 
on  the  first  postoperative  day.  One  year  after  surgery,  the 
patient  continues  to  do  well.  She  has  had  no  further  pain 
and  has  developed  no  new  bony  lesions  suggestive  of  re- 
current eosinophilic  granuloma. 
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Figure  1.  The  lateral  skull  film,  with  the  arrow  indicating  the  location  of  the  "hole  in  the  head" 
superior  to  the  mastoid  process. 


While  the  differential  diagnosis  of  osteolytic  lesions  of 
the  skull  is  extensive  (table  1).  numerous  entities  can  usu- 
ally be  eliminated  simply  on  the  basis  of  history,  physical 
examination,  and  radiographic  appearance  of  the  lesion  on 
plain  films.'  Lesions  of  eosinophilic  granuloma  will  ex- 
hibit well-defined  borders  with  a  beveled  appearance,  cor- 
relating with  the  different  levels  of  bony  destruction.  Pa- 
tients with  defects,  cysts,  hematomas,  and  infections  of 
the  calvarium  usually  give  a  history  of  head  trauma  or 
prior  surgery.  Distortion  of  the  skull  and  a  characteristic 
"ground  glass"  radiographic  appearance  with  accompa- 
nying sclerosis  suggest  the  diagnosis  of  fibrous  dysplasia. 
Paget's  disease  is  suspected  when  the  history  includes  a 
change  in  hat  size,  and  it  is  often  confirmed  by  laboratory 
studies.  In  metastatic  disease  and  multiple  myeloma,  there 
are  usually  multiple  lesions  with  more  poorly-defined  mar- 
gins. Meningoceles  and  encephaloceles  are  characterized 
by  a  midline  occipital  defect,  while  normal  anatomical 
variants  (including  emissary  channels.  Pacchionian  gran- 
ulations, and  parietal  foramina)  usually  occupy  a  parasag- 
ittal position  in  the  parietal  region.  A  cavernous  heman- 
gioma has  atypical  "soap  bubble"  appearance  due  to  bony 
spiculation.  Rarely,  a  slow-growing  glioma  or  other  brain 
tumor  may  cause  a  single  bony  erosion,  but  the.se  are 
usually  accompanied  by  neurological  changes  and  calci- 
fication within  the  lesion.  Biopsy  was  necessary  to  distin- 


guish between  these  diagnostic  entities.  Furthermore,  if 
eosinophilic  granuloma  were  the  correct  diagnosis,  exci- 
sional  biopsy  with  curettage  is  usually  curative. 

A  Disease  of  Histiocytes 

Once  included  in  the  spectrum  of  diseases  known  as 
histiocytosis  X,  eosinophilic  granuloma  (EG)  now  more 
appropriately  denotes  a  benign  solitary  disease  of  bone. 


Table  1 

DUferential  Diagnosis  of  Solitary  Lytic  Lesions  of  the  Skull 

Eosinophilic  granuloma 

Multiple  myeloma 

Metastatic  disease  (e.g.,  breast  carcinoma) 

Bony  defects,  cysts  (e.g..  dermoids),  hematomas 

Osteomyelitis 

Fibrous  dysplasia 

Paget's  disease 

Menlngocele/encephalocele 

Emissary  channels.  Pacchionian  granulations,  parietal 

foramina 
Braln/menlngeal  tumors  (rare) 
Arteriovenous  malformations  (rare) 
Cavernous  hemangioma 
Venous  lake 
Intramedullary  epidermoid  tumor 
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The  Hand-Schuller-Christian  eponym  is  presently  reserved 
for  multifocal  cases  of  EG.  Patients  with  this  disease  may 
present  with  all  or  part  of  the  classic  triad  of  exophthalmos, 
diabetes  insipidus,  and  bone  destruction.  The  Letterer- 
Siwe  syndrome,  another  of  the  histiocytoses,  is  a  disease 
of  infants  characterized  by  lymphadenopathy,  hepatosple- 
nomegaly,  bleeding  diatheses,  bone  and  skin  lesions,  and 
an  exceedingly  high  mortality  rate.  The  common  patho- 
logic lesion  in  all  of  these  diseases  is  the  proliferation  and 
infiltration  of  tissue  by  histiocytes  which  fuse  into  Lan- 
gerhans  giant  cells.  These  cells  are  believed  to  cause  a 
local  eosinophilia  by  releasing  chemotactic  factors  that 
attract  eosinophils. - 

EG  is  a  disease  of  children  and  young  adults  with  a 
slight  predilection  for  males.  It  usually  presents  as  a  sol- 
itary osteolytic  lesion  of  a  long  or  flat  bone  (most  com- 
monly the  skull  and  femur  in  children  and  a  rib  in  adults) 
with  pain  and  tenderness  around  the  affected  site.  The 
skull  is  the  most  frequently  involved  area  in  unifocal  EG,' 
and  therefore  it  is  not  unusual  for  patients  to  describe  these 
local  symptoms  as  headache.  Since  90'7f  of  patients  with 
unifocal  skull  lesions  of  EG  will  also  present  with  a  palp- 
able mass,'  physicians  caring  for  such  patients  will  suspect 
that  the  headache  is  an  unusual  one  and  will  pursue  further 
diagnostic  studies.  Our  patient  did  not  have  a  palpable 
mass,  but  the  unilateral  nature  of  the  headache  in  asso- 
ciation with  point  tenderness  alerted  her  physician  to  the 
fact  that  this  was  not  a  "routine"  headache. 

Patients  with  EG  will  usually  have  normal  laboratory 
studies.  Occasionally,  there  will  be  an  elevation  in  the 
eosinophil  count,  erythrocyte  sedimentation  rate  or  im- 
munoglobulin level.  Diagnosis  is  usually  suggested  by  plain 
film  radiography  as  in  our  patient.  Computed  tomographic 
scanning  aids  in  revealing  the  extent  of  individual  lesions 
and  the  presence  of  associated  soft  tissue  lesions.  Bone 
.scan  will  confirm  that  the  lesion  is  unifocal  and  establish 
a  baseline  for  follow-up  studies.  Definitive  diagnosis, 
however,  is  made  by  excisional  biopsy.  The  description 
of  the  pathology  in  our  patient  is  typical  of  the  disease. 


Initial  treatment  of  all  lesions  of  EG  is  by  curettage  at 
the  time  of  biopsy.  Low  dose  irradiation  of  weight-bearing 
bones  is  usually  suggested,  but  there  is  no  evidence  that 
irradiation  of  skull  lesions  improves  the  extraordinarily 
low  recurrence  rate  obtained  by  surgery  alone.'  Recur- 
rences, when  they  do  occur,  are  most  common  in  patients 
first  presenting  as  infants  or  young  children,  and  have  been 
detected  as  much  as  twelve  years  after  initial  presentation.' 
It  is  usually  recommended,  therefore,  that  skeletal  survey 
by  bone  scan  and/or  plain  film  be  performed  every  six 
months  for  at  least  two  to  three  years,  both  for  detection 
of  new  lesions  and  for  follow-up  of  the  previously  affected 
site. 

William  Heberden,  in  his  Commentaries  on  the  History 
and  Cure  of  Diseases,  remarked:  "The  nature  of  headaches 
is  extremely  obscure.  Their  manifest  causes  are  very  var- 
ious and  often  contrary  to  one  another.  They  probably 
therefore  arise  from  different  disorders.  .  .  ."" 

Persistent  headache  symptoms  always  demand  close 
scrutiny.  Although  skull  x-rays  are  rarely  indicated  in  the 
pursuit  of  obscure  headache,  a  palpable  mass  or  point 
tenderness  does  indicate  a  need  for  skull  films.  The  phy- 
sician should  not  be  too  surprised  if  such  films  disclose  a 
"hole  in  the  head."  In  the  case  of  eosinophilic  granuloma, 
both  headache  and  disease  may  be  cured  by  making  the 
diagnosis. 
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"When  I  Grow  Up  . . ." 

Every  child  likes  to  play  "grown-up", 
but  no  child  should  have  to  suffer  the  very 
grown-up  symptoms  of  childhood  cancer. 

At  St.  Jude  Children's  Research  Hospital, 
were  fighting  to  put  an  end  to  this  sense- 
less loss,  and  were  working  toward  a  day 
when  no  innocent  "grown-up"  will  lose  her 
life  to  cancer. 

To  find  out  how  you  can  help,  write  to 
St.  Jude,  505  N.  Parkway  Memphis.  IN 
38105.  or  call  1-800-238-9100. 


t 


SJ-JlVtCHlLDREIS'S 

:  RESEAHCH  HOSPITA± 

lianny  T/ioma-s.  f'i,,-ili'i 


January  1987,  NCMJ 


17 


I 


SCIENTIFIC  ARTICLE 


The  Pseudo-False  Positive  Meckel's  Scan 


Marcus  E.  Carr,  Jr.,  M.D..  Ph.D. 


•  A  cautionary  tale  about  interpreting  Meckel's  scans,  the  procedure  of 
choice  for  confirming  the  diagnosis  of  Meckel's  diverticulum. 


THE  sudden  onset  of  massive  gastrointestinal  bleeding 
in  an  otherwise  healthy  child  or  young  adult  should 
raise  the  possibility  of  bleeding  from  an  ulcerated  Meckel's 
diverticulum.  Arising  from  an  unobliterated  yolk  sac.  this 
defect  is  the  most  common  congenital  abnormality  of  the 
GI  tract.  Due  to  its  usual  location,  within  100  cm  of  the 
terminal  ileum,  this  anomaly  does  not  lend  itself  to  fiber- 
optic detection.  Likewise,  standard  barium  contrast  studies 
including  upper  GI.  small  bowel  follow  through,  and  bar- 
ium enema  are  usually  unrevealing.  While  enteroclysis  — 
the  direct  injection  of  contrast  material  into  the  bowel  — 
may  be  useful,  the  relatively  simple  and  rapid  99niTc 
pertechnetate  Meckel's  scan,  developed  in  the  late  1960s, 
has  become  the  procedure  of  choice  for  confinning  this 
diagnosis.'  - 

Both  false-positive'  and  false-negative''  results  have  been 
reported  with  this  technique.  The  case  reported  here  is  of 
a  healthy  graduate  student  whose  diagnosis  was  missed 
despite  several  Meckel's  scans  which,  while  positive,  were 
only  faintly  so  and  were  erroneously  called  "false-posi- 
tive." The  delay  in  diagnosis  resulted  in  a  second  episode 
of  life-threatening  hemorrhage. 

Case  Report 

The  patient,  23  years  old,  first  developed  diffuse  ab- 
dominal tenderness,  post-prandial  diarrhea,  and  bloating 
at  age  of  20.  After  two  weeks  of  symptoms,  she  passed  a 
large,  dark  red,  bloody  stool.  In  the  emergency  depart- 
ment, she  was  orthostatic  (pulse  rise  from  90  to  140  upon 
standing)  and  anemic  (hematocrit  29%,  hemoglobin  10 
mg/ml).  She  denied  a  history  of  melena,  gastritis,  peptic 
ulcer  disease  or  inflammatory  bowel  disease.  Physical  exam 
revealed  only  minimal  tenderness  of  the  left  lower  quad- 
rant. Stool  was  guaiac  positive;  coagulation  screens  were 
normal.  Upper  endoscopy  failed  to  reveal  peptic  ulcer  dis- 
ease or  gastritis,  sigmoidoscopy  was  negative  for  hemor- 
rhoids, and  barium  contrast  studies  of  the  stomach  and 
upper  small  bowel  were  negative  for  mass  lesions  or  in- 
flammatory bowel  disease.  Polyps  and  inflammatory  bowel 
disease  were  not  found  on  air  contrast  barium  enema.  Her 
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Stools  gradually  became  guaiac  negative  and  her  hema- 
tocrit remained  stable  at  29  without  transfusion. 

In  a  final  effort  to  identify  a  bleeding  site,  a  99mTc 
pertechnetate  Meckel's  scan  and  a  sulphur  colloid  scan 
were  performed  on  the  day  of  discharge.  The  one-  through 
ten-minute  films  of  the  pertechnetate  study  revealed  an 
area  of  increased  tracer  uptake  in  the  right  lower  quadrant. 
Since  the  area  appeared  before  and  did  not  persist  as  long 
as  the  stomach  activity,  it  was  felt  unlikely  to  be  a  Meckel's 
diverticulum.  The  sulphur  colloid  study  was  faintly  po- 
sitive, indicating  possible  bleeding,  in  the  same  area.  Be- 
sides a  Meckel's  diverticulum,  differential  possibilities  in- 
cluded leiomyoma  of  the  uterus  or  bowel,  or  intrauterine 
pregnancy.  A  pelvic  ultrasound  demonstrated  a  normal 
uterus  without  evidence  of  pregnancy.  A  repeat  Meckel's 
scan  one  week  later  again  showed  an  area  of  increased 
uptake  in  the  lower  abdomen  just  superior  to  the  bladder. 
Since  the  area  of  uptake  corresponded  to  the  position  of 
the  uterus  on  ultrasound,  and  the  patient  had  recently  com- 
pleted her  menstrual  period,  this  was  felt  to  represent  nor- 
mal physiologic  uterine  uptake,  "Uterine  Blush."' 

The  patient  did  well  for  three  years  but  then  had  the 
onset  of  abdominal  pain  in  the  left  upper  quadrant.  After 
three  weeks  of  symptoms,  she  awoke  feeling  well  only  to 
note  blood  in  her  stool  after  painless  defecation. 

Evaluation  in  the  emergency  room  revealed:  blood  pres- 
sure 150/100  mmHg,  pulse  90  beats/min,  and  hematocrit 
37%.  There  was  no  orthostasis.  Sigmoidoscopy  to  20  cm 
revealed  guaiac  positive  stool  above  that  point.  While  in 
the  emergency  room,  the  patient  suddenly  felt  faint  and 
became  sweaty  and  pale.  Supine  blood  pressure  fell  to  90/ 
60  mmHg;  she  began  to  pass  large  quantities  of  maroon 
colored  stool.  Repeat  hematocrit  prior  to  hydration  was 
32%'.  Her  blood  pressure  fell  further  to  70/60  mmHg  re- 
quiring rapid  fluid  replacement  (4L  crystalloid  given  in- 
travenously over  30  minutes). 

Nasogastric  aspirate  was  guaiac  negative.  Emergent  sul- 
phur colloid  scan  failed  to  reveal  the  source  of  bleeding. 
After  transfusion  of  three  units  of  packed  red  cells  and 
two  units  of  fresh  frozen  plasma  her  hematocrit  stabilized 
at  36% .  Colonoscopy,  including  visualization  of  the  distal 
10  cm  of  the  terminal  ileum,  revealed  normal  bowel.  Biop- 
sies of  the  terminal  ileum  were  normal.  A  Meckel's  scan 
showed  an  area  of  increased  uptake  in  the  mid-abdomen 
below  the  umbilicus  (figure  1).  The  image  persisted  for 
thirty  minutes  and  was  felt  consistent  with  a  Meckel's 


18 


Vol.  48,  No.  1 


Figure  1.  A  fifteen  minute  image  of  a  99mTc  penechnetate  Meck- 
el's scan.  An  area  of  tracer  uptake  by  ectopic  gastric  mucosa  is 
seen  in  the  mid-abdomen  as  indicated  by  the  arrow. 


diverticulum  of  the  small  bowel.  At  laparotomy  the  di- 
verticulum, found  adherent  to  the  underside  of  the  um- 
bilicus, was  excised.  Pathologic  evaluation  revealed  gas- 
tric epithelium  and  Brunner's  glands  within  the  diverticulum 
and  a  focal  area  of  ulceration. 

Comment 

Meckel's  diverticulum  results  from  failure  of  the  om- 
phalomesenteric duct  to  obliterate  and  occurs  with  an  in- 
cidence of  1-2%.  It  was  initially  thought  to  cause  a  25% 
complication  rate,  but  Soltero,  et  al.  found  this  not  to  be 
the  case.  They  demonstrated  only  a  4%  incidence  of  com- 
plication in  children  and  young  adults."  The  rate  decreased 
linearly  with  age  and  was  virtually  zero  after  70  years  of 
age.  The  most  common  complications  are  obstruction 
(31%),  bleeding  (25%).  inflammation  (24%),  and  perfo- 
ration (12%).  Yamaguchi  et  al.  found  bleeding  to  account 
for  11,8%  of  complications  attributed  to  Meckel's  diver- 
ticulum in  a  series  of  600  patients.'  Bleeding  complications 
are  much  more  common  in  children  less  than  ten  years  of 
age.  and  represent  the  most  common  complication  in  this 
age  group;'  hemorrhage  in  patients  over  the  age  of  thirty 
is  extremely  rare.  Fifty-seven  percent  of  symptomatic 
Meckel's  diverticuli  contain  gastric  mucosa,'  the  presence 
of  which  increases  the  incidence  of  bleeding.' 

After  pertechnetate  was  introduced  for  brain  scanning 
in  1964,  the  tracer  was  noted  to  be  selectively  concentrated 
and  excreted  by  the  mucoid  surface  cells  of  the  gastric 
mucose.  Since  pertechnetate  is  concentrated  in  gastric  mu- 
cosa, and  since  ectopic  gastric  mucosa  is  known  to  occur 
in  symptomatic  Meckel's  diverticuli  (particularly  those  that 
bleed),  Harden  et  al.  suggested  the  use  of  pertechnetate 
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as  a  noninvasive  technique  for  diagnosing  Meckel's  di- 
verticulum.' In  1981,  Sfakianakis,  reviewing  the  ten-year 
published  experience,  found  the  sensitivity  to  be  85%  and 
the  specificity  to  be  95%.'  False-positives  (2%)  may  be 
caused  by  the  presence  of  ectopic  gastric  mucosa  in  gas- 
trogenic cysts,  enteric  duplications,  and  duplication  cysts. 
False-negative  scans,  the  reported  incidence  varying  from 
2%  to  50%.  may  result  from  necrosis  of  the  Meckel's 
tissue,  or  from  dilution  of  the  dye  by  bleedmg.'*  Modifi- 
cations of  the  original  technique  have  included  stimulation 
of  gastric  mucosa  uptake  of  technetium  by  pentagastrin. 
and  increased  mucosa  retention  of  technetium  by  cimeti- 
dine. 

Another  potential  cause  of  false-positive  Meckel's  scans, 
the  uterine  blush,  was  first  reported  by  Burt  et  al.  in  1981 
when  they  noted  uterine  activity  after  injection  of  per- 
technetate.^ In  a  subsequent  study.  73%  of  women  with 
regular  menses  demonstrated  a  uterine  blush  during  the 
menstrual  or  secretory  but  not  the  proliferative  phase  of 
the  cycle.  Burt  et  al.  recommended  ultrasound  examination 
of  appropriate  patients  to  exclude  uterine  blush  as  the  cause 
of  low  midline  abdominal  uptake. 

Given  the  foregoing  information,  the  initial  management 
of  this  patient  would  appear  to  have  been  entirely  appro- 
priate. Nevertheless,  she  was  discharged  without  a  diag- 
nosis and  suffered  a  subsequent  life-threatening  episode 
of  hemorrhage.  The  first  Meckel's  scan  revealed  a  vascular 
area  in  the  right  lower  quadrant,  which  also  appeared  very 
faintly  on  a  sulphur  colloid  tlow  study.  Since  the  ectopic 
activity  did  not  persist  as  long  as  the  gastric  activity,  this 
was  felt  not  to  represent  a  Meckel's  diverticulum.  Differ- 
ential possibilities  included  leiomyoma  of  the  uterus  or 
bowel,  or  placental  activity  secondary  to  intrauterine  preg- 
nancy. An  abdominal  ultrasound  failed  to  yield  evidence 
of  either  of  these  possibilities.  A  second  Meckel's  scan 
performed  during  the  patient's  menstrual  cycle  once  again 
revealed  an  area  of  increased  uptake,  this  time  in  the  area 
of  the  mid-pelvis.  Comparison  with  the  previous  ultra- 
sound study  resulted  in  the  conclusion  that  this  represented 
a  false-positive  scan  caused  by  uterine  blush.  These  two 
scans  actually  represented  either  true  positive  or  else  false- 
positive/false-negative  scans.  In  the  latter  case,  falsely  po- 
sitive in  the  area  of  the  uterus  and  falsely  negative  in  the 
area  of  the  diverticulum. 

Given  the  lack  of  a  diagnosis  in  this  patient,  one  ap- 
proach would  be  to  repeat  the  Meckel's  scan  during  the 
proliferative  phase  of  her  menstrual  cycle  (thus  decreasing 
the  likelihood  of  a  uterine  blush)  while  stimulating  gastric 
uptake  by  pentagastrin  and/or  stimulating  gastric  tracer 
retention  with  cimetidine.  Proceeding  to  enteroclysis  would 
be  a  second  option. 

This  case  re-emphasizes  several  basic  but  often  forgot- 
ten rules  of  medicine.  First,  patients  do  not  bleed  without 
a  reason.  If  we  accept  the  Meckel's  scan  as  being  falsely 
positive  due  to  uterine  activity,  why  did  the  patient  bleed? 
Second,  discharge  without  diagnosis  may  be  more  than 
intellectually  unpleasant,  it  may  be  dangerous.  Third,  over- 
reliance  on  technology  may  be  a  trap.  One  must  be  willing 
to  question  test  results  when  they  are  at  odds  with  one's 
clinical  assessment.  This  is  particularly  true  when,  as  in 
the  present  case,  a  test  is  "positive"  but  interpreted  as 
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being  negative  —  that  is.  a  "false"  positive.  Fourthly, 
persistence  has  its  virtues.  In  1933.  Charles  Mayo  wrote: 
"Meckel's  diverticulum  is  frequently  suspected,  often 
looked  for,  and  seldom  found."  The  key  to  the  evaluation 
may  well  be  the  persistence  of  the  clinician  and  the  extent 
to  which  he  or  she  pursues  the  diagnosis.  As  suggested 
by  Wilton  et  al..  if  you  think  the  patient  has  a  Meckel's 
diverticulum  and  the  initial  scan  is  negative,  repeat  the 
scan.-*  And  if  the  test  is  "positive"  in  the  right  setting,  it 
is  likely  that  this  is  a  "true."  not  a  "false."  positive;  or. 
as  eloquently  stated  by  the  late  radiologist  and  educator 
Dr.  George  Himadi:  "I'll  see  it  when  I  believe  it." 
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SCIENTIFIC  ARTICLE 


Penetrating  Head  Traunna  by  a  Boat  Cleat 

Frederick  L.  Potts  III.  M.A.,  M.D.,  F.  Douglas  Jones,  M.D..  and  Vegesena  Prudhvi  Raju,  M.D. 


•  This  case  report  of  low  velocity  penetrating  skull  injury  is  interesting 
because  of  the  mechanism  of  injury,  the  nature  of  the  object,  the  dramatic 
radiologic  appearance,  and  the  absence  of  both  loss  of  consciousness 
and  neurologic  sequelae. 


LOW  velocity,  penetrating  iiead  trauma  has  been  caused 
by  every  conceivable  object  including  nail,  needle, 
icepick,  pencil,  scissors,  rearview  mirror,  car  antenna,  fan 
blade,  and  other  bizarre  objects,  with  the  most  common 
being  a  knife  blade. '^  Our  patient,  a  four-and-a-half-year- 
old  child,  suffered  impalement  of  his  head  by  a  boat  cleat. 

The  boy  was  standing  on  the  deck  of  a  family-owned 
pleasure  boat  when  another,  larger  boat  sped  by  causing 
a  large  wake,  such  that  he  lost  his  balance  and  fell  head- 
first onto  a  mounted  boat  cleat.  The  cleat  impaled  into  the 
child's  left  forehead  and,  as  his  momentum  caused  him  to 
flip  over  the  side  of  the  boat  into  the  water,  the  screws 
anchoring  the  cleat  were  stripped  from  the  fiberglass  boat. 
The  child  was  quickly  retreived  from  the  water,  crying 
and  fully  conscious. 

With  the  boat  cleat  impaled,  the  child  was  rushed  to  a 
local  emergency  room  where  he  was  found  to  be  neuro- 
logicaily  intact.  Pediatric  Diphtheria-Tetanus  toxoid  and 
a  prophylactic  antibiotic  were  given,  and  a  standard  paper 
cup  was  placed  over  the  exposed  part  of  the  boat  cleat  to 
protect  the  area  from  additional  trauma. 

The  child  was  then  transported,  with  cervical  spine  im- 
mobilization, via  helicopter  to  the  regional  trauma  center 
in  Greenville,  North  Carolina,  where,  on  arrival,  the  phys- 
ical exam  revealed  a  frightened  but  neurologically  intact 
patient,  with  a  metal  boat  cleat  impaled  in  the  left  frontal 
skull  just  behind  the  hairline  approximately  2-3  cm  left  of 
midline  (figure  1).  Vital  signs  were  stable  and  cervical 
radiographs  were  normal.  Trauma  Score  was  16.*  Skull 
radiographs  revealed  an  impaled,  metallic  foreign  body 
approximately  5  cm  into  the  left  frontal  cortex,  with  a 
depressed  skull  fracture  (figure  2,  next  page). 

The  patient  was  taken  to  the  operating  room  where  the 
cleat  was  removed  intact,  and  a  left  frontal  craniectomy 


'The  Trauma  Score  is  a  numerical  grading  syslem  for  establishing  tlie 
severity  of  injury.  The  score  is  composed  of  the  Glasgow  Coma  Scale 
and  measurements  of  cardiopulmonary  function.  Each  parameter  is  given 
a  number  (high  for  normal  and  low  for  impaired  function).  Severity  of 
injury  is  estimated  by  summing  the  numbers  The  lowest  score  is  I  and 
the  highest  is  16, 

From  the  Department  of  Emergency  Medicme  and  the  Department  of 
Surgery,  Division  of  Neurosurgery,  East  Carolina  University  School  of 
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Figure  1.  Boat  deal  impalement  of  skull. 


with  debridement  was  performed  under  general  endotra- 
cheal anesthesia.  The  depressed  skull  fracture  was  repaired 
and  the  patient  started  on  phenobarbital  prophylactically. 
Postoperative  computed  tomography  of  the  head  re- 
vealed contusion  at  the  site  of  injury  without  evidence  of 
retained  bone  fragments.  The  patient  was  treated  with  in- 
travenous antibiotics  for  a  total  of  seven  days.  The  post- 
operative course  was  unremarkable  and  the  patient  was 
discharged  home  on  day  ten  on  phenobarbital.  A  one- 
month  follow-up  revealed  no  complications. 

Discussion 

When  initially  seen  in  the  emergency  department,  a  case 
ot  an  impaled  cranial  foreign  body  can  be  quite  a  chal- 
lenge. The  basic  principles  of  stabilization,  cervical  spine 
immobilization,  hemorrhage  control  and  airway  and  wound 
care  are  important  in  initial  management.  Furthermore,  as 
in  this  case,  transfer  to  the  nearest  appropriate  facility  for 
definitive  care  is  indicated. 

Before  transport,  minimal  manipulation  of  the  foreign 
body  is  important,  as  underlying  tissue  tnay  be  damaged 
or  hemorrhage  recur.  Protection  of  the  injury  site  aids  in 
the  prevention  of  such  manipulation.  In  this  case,  a  stand- 
ard paper  cup  placed  over  the  impaled  boat  cleat  served 
as  an  excellent  protective  covering.  Tetanus  prophylaxis 
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Figure  2.  Lateral  radiograph  of  the  skull  showing  the  impaled 
boat  cleat. 


and  antibiotic  coverage  are  also  indicated.  Upon  arrival  to 
the  appropriate  facility,  the  patient  should  be  completely 


re-examined  and  prepared  for  the  operative  removal  of  the 
foreign  object. 

Preoperative  evaluation  may  include  plain  radiographs, 
computerized  tomographic  scanning  and  angiography  if 
injury  to  a  major  vascular  structure  is  suspected.  The  object 
is  then  removed  in  the  operating  room  where  the  physician 
is  prepared  to  control  hemorrhage  and  definitively  treat 
the  injury.  Adequate  debridement  is  absolutely  necessary. 
Postoperative  antibiotic  and  anticonvulsant  coverage  may 
be  indicated.^ 
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Indoor  Radon:  A  Residential  Radiation  Dilemma 

Dayne  H.  Brown,  M.S.,  Chief,  Radiation  Protection  Section 


In  the  past,  inhalation  of  radon,  a 
naturally  occurring  radioactive  gas, 
and  its  radioactive  decay  products 
was  recognized  as  a  serious  occu- 
pational hazard  for  uranium  miners 
who,  as  a  group,  were  observed  to 
have  a  significantly  increased  inci- 
dence rate  of  lung  cancer.  This  led  to 
the  development  of  Nuclear  Regu- 
latory Commission  airborn  radon 
standards  for  uranium  mines. 

Inhalation  of  radon  and  radon  de- 
cay products  by  the  public  was  ini- 
tially recognized  as  a  significant 
problem  in  western  states  where  ura- 
nium mill  tailings  had  been  used  as 
bockfill  and  as  a  construction  mate- 
rial in  homes  and  public  buildings. 
This  led  to  a  more  general  concern 
with  technologically  enhanced  nat- 
ural radioactivity,  still  focusing  on 
things  humans  have  done  to  cause 
increased  radiation  exposure  above 
otherwise  natural  background  levels. 
It  was  not  until  1984  that  there 
was  the  belated  realization  that  ra- 
don IS  the  public's  principal  source  of 
radiation  exposure.  This  realization 
was  triggered  by  a  Pennsylvania  nu- 
clear power  plant  worker's  setting  off 
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personnel  contamination  monitor 
alarms  when  he  reported  for  work. 
Subsequent  investigation  found  his 
home  to  be  highly  contaminated,  not 
with  radioactivity  from  the  nuclear 
plant,  but  with  naturally  occurring 
radon  and  its  radioactive  decay  prod- 
ucts. 

Radon  and  Its  Origin 

Rodon  is  a  naturally  occurring  ra- 
dioactive noble  gas  which  is  invisi- 
ble, odorless,  tasteless  and  chemi- 
cally inert.  It  is  interesting  to  note  that 
if  radon  were  not  o  gas  there  would 
not  be  an  indoor  radon  problem,  since 
it  would  remain  fixed  in  the  rock  and 
soil  where  it  originates  and  would 
not  be  able  to  migrate  to  the  earth's 
surface  and  into  the  air. 

There  are  actually  three  different 
isotopes  of  radon  occurring  noturolly, 
each  of  which  is  radioactive:  radon 
219,  radon  220  and  radon  222.  They 
are  radioactive  decay  products  of  very 
long-lived,  naturally  occurring  par- 
ents; uranium  235,  thorium  232,  and 
uranium  238,  respectively.  However, 
only  one  of  them,  radon  222  from 
uranium  238,  is  either  produced  in 
sufficient  quantity  or  survives  in  a 
gaseous  state  long  enough  to  ac- 
tually migrate  into  the  air  from  the 
rock  or  soil  where  it  is  generated. 
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Uranium,  99.27%  of  which  is  ura- 
nium 238,  is  present  in  nearly  all  soil 
and  rock,  sometimes  in  rather  high 
concentrations.  As  uranium  238  at- 
oms undergo  radioactive  decoy,  they 
emit  radiation  and  are  sequentially 
transformed  into  a  series  of  different 
types  of  radioactive  materials  which 
also  emit  radiation,  before  eventu- 
ally becoming  nonradioactive  lead. 
Radon  222  is  one  of  the  seventeen 
different  radioisotopes  resulting  from 
this  complex  radioactive  decoy  pro- 
cess. 

Radon  222  has  a  radioactive  half- 
life  of  about  3.8  days  (time  required 
for  one-half  of  on  initial  amount  to 
undergo  radioactive  decay).  This  is 
long  enough  to  allow  some  of  the 
radon,  free  from  any  chemical  bonds, 
to  migrate  through  the  rock  or  soil 
into  the  air.  The  radon  continues  to 
undergo  the  radioactive  decay  pro- 
cess, giving  rise  to  ten  different  types 
of  nongaseous  radioactive  materials. 
It  is  the  inhalation  and  subsequent 
lung  deposits  of  these  nongoseous 
radioactive  "daughters"  of  radon 
which  can  cause  significant  rodiation 
exposure. 

Radon  is  constantly  generated  in 
the  soil  and  rock  formations  and  con- 
stantly rises  to  the  surface  of  the  earth 
where  it  mixes  with  air.  In  the  out- 
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door  air,  radon  is  quickly  diluted  to 
very  low  (although  easily  measur- 
able) levels.  In  general,  these  levels 
should  not  be  of  concern.  However, 
inside  homes  or  other  enclosed  struc- 
tures over  the  ground,  it  is  possible 
for  radon  to  accumulate  and  concen- 
trate as  it  emanates  from  the  ground 
and  into  the  enclosed  air  space. 


Risk  From  Radon  Inhalation 

When  inhaled,  some  of  the  radio- 
active decoy  products  of  radon  ore 
retained  in  the  lungs  where  they 
cause  radiation  exposure  to  the  bron- 
chial epithelium.  The  only  known 
health  effect  of  this  exposure  is  an 
increase  in  the  risk  of  developing  lung 
cancer. 

In  the  absence  of  a  nationwide  sur- 
vey, the  notional  average  indoor  ra- 
don concentration  has  been  estimat- 
ed at  one  picocurie  per  liter  (pCi/l). 
Continuous  inhalation  at  this  level 
is  estimated  to  result  in  a  radiation 
dose  to  the  lungs  of  3,500  millirem 
per  year  (mrem/yr)  based  on  conver- 
sion factors  used  by  the  Notional 
Council  on  Radiation  Protection,  or  a 
dose  equal  to  about  80  chest  x-rays. 
Scientists  estimate  that  lifelong  ex- 
posure to  such  a  level  will  result  in 
three  to  13  lung  cancer  deaths  per 
1 ,000  persons  exposed,  and  that  be- 
tween 5,000  and  20,000  people  die 
each  year  due  to  radon-induced  lung 
cancer. 

The  Environmental  Protection 
Agency  (EPA)  has  recommended  that 
remedial  steps  to  lower  radon  levels 
be  taken  in  homes  with  concentra- 
tions over  four  pCi/l.  Exposure  ot  this 
level  would  correspond  to  on  annual 
lung  dose  of  about  14,000  mrem, 
equivalent  to  about  300  chest  x-rays, 
and  1  3  to  50  lung  cancer  deaths  per 
1 ,000  people  with  lifetime  exposure. 
This  is  in  contrast  to  other  standards 
set  by  EPA:  25  mrem/yr  to  the  lungs, 
and  most  other  organs,  from  nuclear 
fuel  cycle  facilities;  75  mrem/yr  to  the 
thyroid  from  nuclear  fuel  cycle  facil- 
ities; and  4  mrem/yr  to  the  total  body 
or  any  organ  from  human-produced 


radioactivity  in  drinking  water.  The 
significant  difference  between  radon 
standards  and  other  standards  re- 
flects a  difference  in  philosophy  mode 
necessary  by  the  widespread  and 
natural  occurrence  of  the  problem. 
Even  ambient  levels  in  outdoor  air 
may  cause  lung  exposure  on  the  or- 
der of  300  mrem/yr. 

The  radon  levels  in  the  home  of 
the  Pennsylvania  nuclear  plant 
worker  who  triggered  the  present 
concern  were  over  1 ,000  pCi/l.  Of  the 
homes  surveyed  in  Pennsylvania's 
Reading  Prong  geological  region, 
60%  exceeded  the  four  pCi/l  level  at 
which  EPA  recommends  remedial  ac- 
tions to  reduce  the  level  and  15% 
exceeded  the  National  Regulatory 
Commission  limit  for  uranium  min- 
ers. 

Representative  data  on  radon  in 
North  Carolina  homes  ore  not  yet 
available;  however,  data  ore  avail- 
able for  about  160  homes  that  used 
radon  measurement  devices  from  the 
University  of  Pittsburgh.  Of  these, 
about  1 3%  hod  levels  above  four 
pCi/l  with  o  maximum  of  about  20 
pCi/l.  There  was  also  some  indication 
that  levels  may  be  highest  in  the 
western  counties,  somewhat  lower  in 
the  central  counties  and  lowest  in  the 
coastal  counties. 

As  seen  in  the  Reading  Prong,  local 
soil  and  geological  features  can  lead 
to  significantly  higher  concentrations 
of  radon  in  homes.  The  University  of 
North  Carolina  at  Chapel  Hill  and  the 
NC  Department  of  Human  Resources 
will  conduct  a  cooperative  statewide 
residential  radon  study  this  winter  for 
the  preliminary  identification  of  po- 
tentially higher  radon  areas  in  North 
Carolina. 


Help  for  Concerned  Persons 

Those  who  want  to  determine  ra- 
don levels  in  their  homes  may  pur- 
chase two  different  types  of  one-time- 
use  measurement  devices.  Placed  in 
the  home  for  a  period  of  time,  the 
device  is  to  be  returned  to  the  vendor 
for  analysis  and  reporting  of  the  ov- 
erage radon  level  that  existed  during 
that  period.  Such  devices  should  cost 
between  $15  and  $50  each.  Lists  of 
vendors  who  passed  voluntary  EPA 
evaluations  are  available  from  the 
North  Carolina  Department  of  Hu- 
man Resources. 

The  first  type  of  measurement  de- 
vice is  the  charcoal  canister.  It  has  a 
useful  life  of  only  a  few  days  and  is 
most  appropriate  for  those  who  need 
rapid  results;  for  example,  people 
planning  to  purchase  a  new  home 
and  wanting  to  know  if  there  is  a 
radon  problem.  Since  radon  levels 
may  vary  by  more  than  o  factor  of 
10  over  days,  weeks  or  months,  the 
user  runs  a  higher  risk  of  false- 
positives  and  false-negatives  with  this 
device. 

The  second  type  is  the  alpha  track 
detector.  It  has  o  useful  life  of  several 
months  and  should  not  be  used  for 
less  than  two  to  four  weeks.  The  re- 
sulting several-month  overage  should 
yield  a  much  better  measure  of  the 
real  overage  concentration  of  radon. 
This  type  is  recommended  for  home- 
owners. 

The  following  ore  general  EPA 
guides  based  on  measured  radon 
levels: 

200  pCill  and  higher:  Take  ac- 
tions to  reduce  levels  within  sev- 
eral weeks  and,  if  not  possible, 
consider  temporary  relocation. 

20  to  200  pCill:  Take  actions 
to  reduce  levels  as  soon  as  pos- 
sible, but  in  no  more  than  a  few 
months. 

4  to  20  pCi/l:  Take  actions  to 
reduce  levels  within  a  few  years, 
sooner  if  level  is  at  the  higher 
end  of  the  range. 

4  pCi/l  and  below:  Reduction 
of  levels  in  this  range  will  be 
difficult  and  no  specific  recom- 
mendation is  made. 
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An  EPA  pamphlet  on  radon  reduc- 
tion methods  is  available  from  the 
Department  of  Human  Resources; 
however,  the  success  of  any  one 
method  will  depend  upon  how  the 
radon  is  actually  entering  the  home. 
Since  such  methods  can  be  expen- 
sive, it  may  be  best  to  hove  techni- 
cians with  sensitive  real-time  moni- 
tors identify  the  origin  of  the  radon 


and    recommend    specific    corrective       steps    to    reduce    its    previously    ac- 
meosures.  cepted  incidence  rate? 


In  the  meantime,  it  should  be  em- 
phasized that  this  is  not  o  new  health 
hazard,  having  existed  for  longer 
than  humankind  itself.  The  real 
questions  are-.  How  much  of  the  non- 
smoking-related lung  cancer  may  be 
due  to  indoor  radon?  Can  we  take 


Those  who   wont   pamphlets  and 
advice  on  radon  should  coll  or  write: 

Radiation  Protection  Section 

701   Barbour  Drive 

Raleigh,  North  Carolina  27603-2008 

Phone:  919/733-4283. 
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Dental  Implants 

Ronald  D.  Baker,  D.D.S.,  M.A.,  and  David  L.  Koth,  D.D.S.,  M.S. 


Dental  implants  ore  devices  placed 
into  or  upon  the  bony  structures  of 
the  jaws  to  serve  as  support  for  tooth 
replacements.  These  replacements 
may  be  complete  dentures  secured  in 
various  manners  to  the  underlying 
implant,  which  provides  better  reten- 
tion and  stability  wilh  enhanced 
chewing  ability,  or  individual  tooth 
replacements  (crowns)  or  fixed 
bridges.  Crowns  and  bridges  may  use 
the  patient's  own  remaining  natural 
teeth  OS  well  as  the  underlying  im- 
plant for  support. 

Dental  implants  themselves  may 
be  divided  into  various  types.  Within 
each  type  there  may  be  numerous 
design  choices  or  systems  available 
from  various  manufacturers.  Im- 
plants may  be  mode  of  pure  metals, 
metal  alloys,  or  ceramics,  or  combi- 
nations thereof.  The  metal  which  at 
present  is  thought  to  be  most  com- 
patible with  human  tissues,  offering 
the  absolute  minimal  potential  for  re- 
iection  by  the  body,  is  titanium.  The 
implants  ore  either  inserted  into  the 
jawbone  or  placed  under  the  gum 
tissue  where  they  rest  on  the  bone  of 
either  jaw.  The  implants  that  are  in- 
serted into  the  jaw  by  making  on 
opening  into  the  bone  and  then  plac- 
ing the  implant  into  the  prepared 
space  are  known  as  endosteal  im- 
plants. The  implants  that  are  placed 
underneath  the  tissue  and  on  top  of 
the  bone  are  termed  subperiosteal 
implants.  With  either  type  o  portion 
of  the  implant  usually  referred  to  as 
a  post  will  extend  through  the  gum 
tissue  into  the  mouth.  There  may  be 
o  variable  number  of  posts  depend- 
ing on  the  circumstances  of  the  cose 
and  the  implant  design. 


From  The  University  of  North  Carolina,  School 
of  Dentistry,  Denial  Implant  Program,  Chapel 
Hill  27514. 


Who  Can  Benefit 
from  Implants? 

Dental  implants  may  be  indicated 
for  a  number  of  patients,  depending 
upon  various  phychologicol  and 
physical  conditions.  It  is  recognized 
that  there  is  a  group  of  patients  who, 
due  to  either  emotional  or  psycho- 
logical reasons,  do  not  function  sat- 
isfactorily with  conventional  remov- 
able full  dentures.  This  may  occur 
when  the  physical  condition  of  the 
jaws  and  oral  tissues  would  seem  to 
be  favorable  for  denture  use. 

There  is  a  somewhat  larger  group 
of  patients  who  hove  been  able  to 
wear  conventional  removable  den- 
tures satisfactorily  for  many  years,  but 
who  have  hod  continued  loss  of  sup- 
porting bone  and  increasing  diffi- 
culty with  denture  use.  These  patients 
do  hove  viable  alternatives.  Bone 
grafts  or  synthetic  bone  may  be  used 
to  build  up  the  jaws.  In  many  in- 
stances, soft-tissue  procedures  ac- 
complished primarily  or  after  bone 
buildup  under  general  anesthesia  in 
the  hospital  will  allow  these  patients 
to  again  function  with  conventional 
dentures. 

In  many  patients  exhibiting  bone 
loss  and  soft-tissue  alteration,  im- 
plants may  be  less  invasive  or  trau- 
matic than  procedures  to  build  up  the 
jaws.  Observation  shows  that  in  this 
group  of  patients  post-menopausal 
women  predominate.  There  has  been 
no  clear-cut  correlation  between  the 
generalized  osteoporosis  or  bone  loss 
in  these  patients  and  loss  of  bone  in 
the  jaws.  Dentures  are  associated  with 
the  potential  for  continued  bone  loss, 
and  the  rebuilt  jaw  will  hove  the 
same  risk  of  bone  loss  with  dentures 
as  the  original  jaw. 

Although  the  potential  for  contin- 
ued bone  loss  exists  with  some  im- 
plant systems,  there  is  very  strong 
clinical    evidence   to   show   that   se- 


lected implant  systems  will  actually 
provide  physiologic  stress  to  the  re- 
maining bone  resulting  in  a  marked 
reduction  of  bone  loss.  This  applies 
to  the  lower  jaw  only;  however,  this 
is  the  jaw  that  usually  presents  with 
the  greatest  overall  degree  of  bone 
loss. 

Another  indication  for  the  use  of 
implants  is  in  the  patient  who  has 
hod  a  traumatic  loss  of  bony  and/or 
soft  tissues  in  the  mouth.  Similar  loss 
may  be  found  in  patients  who  have 
hod  tissue  loss  due  to  the  removal  of 
dental  cysts  or  tumors,  or  who  have 
had  cancer  surgery.  One  system  in 
fact  has  a  modified  technique  to  place 
implants  in  either  facial  bones  or  skull 
bones  to  assist  in  the  retention  of 
maxillofacial  prosthesis  retention  — 
i.e.,  artificial  eyes,  noses,  and  ears. 

A  significant  number  of  patients 
with  many  lost  natural  teeth  desire 
fixed  replacements  rather  than  re- 
movable appliances.  In  a  cose  where 
there  is  inadequate  support  from  the 
patient's  remaining  teeth,  implants 
may  be  useful  in  providing  the  ad- 
ditional support  required  for  the  fixed 
replacement. 

Implants  are  not  the  answer  in  all 
patients  or  in  oil  otherwise  unsolv- 
oble  circumstances.  Certainly  the 
health  history  and  medical  consul- 
tation are  exceedingly  important  in 
the  evaluation  of  patients  for  the  use 
of  these  devices.  The  patient  must  be 
in  generally  good  health.  Implants 
may  not  be  indicated  where  there  is 
systemic  or  local  disease. 

Implants  have  been  accomplished 
in  patients  with  systemic  disease 
processes  under  medical  control,  such 
as  a  controlled  diabetic.  In  the  pres- 
ence of  either  local  soft-tissue  or  bony 
disease,  the  placement  of  implants 
should  be  delayed  until  the  disease 
process  has  been  controlled.  In  a  cose 
of  surgical  resolution  of  local  soft-tis- 
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sue  processes,  three  or  four  weeks  of 
healing  may  be  required  prior  to  im- 
plant placement.  In  a  case  of  bone 
disease,  extraction  of  diseased  teeth 
or  teeth  associated  with  local  disease 
processes  in  the  surrounding  bone  will 
require  a  delay  of  several  months  to 
allow  for  adequate  bony  healing  prior 
to  placement  of  the  implant. 

The  patient  must  also  be  able  to 
maintain  the  implant  post  and  the 
surrounding  tissues  in  a  scrupulously 
clean  condition.  Indeed,  the  implant 
system  may  require  more  effort  on 
the  part  of  the  patient  than  mainte- 
nance of  natural  teeth.  Placing  im- 
plants into  the  jaws  of  a  patient  who 
cannot  or  will  not  maintain  them  will 
almost  certainly  lead  to  failure. 

Another  consideration  is  the 
amount  of  bone  and  proximity  to 
other  anatomic  structures.  All  endos- 
teal implants  require  a  minimum 
amount  of  bone  for  success.  The 
amount  required  is  dependent  on  the 
implant  system  utilized.  If  there  is  an 
inadequate  amount  of  bone,  consid- 
eration may  be  given  to  augmenting 
the  existing  bone  with  bone  from  the 
patient's  hip  (iliac  crest)  to  allow  im- 
plant placement. 

Complicafions 

Implants  have  provided  excep- 
tional service  far  a  great  number  of 
patients.  As  with  all  surgical  proce- 
dures, however,  there  are  potential 
complications  and  failures.  While  all 
systems  will  invariably  foil  if  the  pa- 
tient lives  long  enough,  some  sys- 
tems have  inherent  properties  that 
raise  this  potential  at  an  early  date. 
The  primary  complication  of  con- 
cern to  practitioner  and  patient  alike 
is  loss  of  the  implant.  This  can  occur 
early  or  after  prolonged  utilization  in 
all  implant  systems;  however,  sig- 
nificant differences  do  exist  among 
the  various  systems.  One  large  group 
is  designed  for  insertion  followed  by 
near  immediate  loading  or  place- 
ment in  occlusal  functioning  (biting). 
In  these  systems,  variably  shaped 
bone  preparations  ore  made,  fol- 
lowed by  the  placement  of  one  or 
more  implants  with  one  or  more  posts 
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projecting  into  the  oral  cavity.  The 
soft  tissue  is  sutured  around  the  post, 
but  will  not  become  attached  to  it.  A 
dental  appliance  is  then  placed,  sup- 
ported by  the  implant  post(s). 

Since  complete  rigidity  of  the  im- 
plant cannot  be  maintained  during 
biting,  the  implant  may  have  slight 
movement.  This  movement  con  cause 
the  formation  of  fibrous  connective 
tissue  (scar)  between  the  implant  and 
the  bone.  Advocates  of  these  systems 
relate  this  tissue  functionally  to  the 
periodontal  ligament  attaching  nat- 
ural teeth  to  the  bone.  This  is  inac- 
curate in  that  there  are  cellular  dif- 
ferences and  scar  tissue  does  not  hove 
a  resistance  to  bacterial  invasion. 
These  systems  then  ore  subject  to 
bacterial  invasion  of  this  peri  implant 
tissue  and  eventually  o  localized  os- 
teomyelitis. 

The  time  of  occurrence  and  the  ex- 
tent of  destruction  of  alveolar  bone 
that  will  result  in  any  one  individual 
will  depend  on  a  number  of  factors. 
These  include  skill  of  the  operator, 
host  healing  response,  health,  oral 
hygiene,  time  of  recognition  of  the 
disease  process,  and  time  of  removal 
of  the  implant.  In  many  instances 
failure  due  to  localized  osteomyelitis 
has  lead  to  such  significant  degrees 
of  bone  loss  that  extensive  bone 
grafting  procedures  failed  to  enable 
the  use  of  conventional  prostheses. 
Further  implants  were  often  not  fea- 
sible. In  the  maxilla,  bone  loss  and 
soft-tissue  involvement  have  resulted 
in  both  oral  antral  and  oral  nasal 
fistula.  These  are  often  exceedingly 
difficult  to  close.  They  preclude  the 
functional  use  of  a  conventional  pros- 
thesis because  retentive  suction  can- 
not be  secured. 

Complications  of  this  type  ore  in 
general  less  severe  with  subperios- 
teal implants.  The  subperiosteal  im- 
plant has  achieved  a  longer-term 
success  for  many  practitioners.  The 
potential  for  osteomyelitis  is  less,  since 
the  bone  is  not  primarily  invaded  in 
the  placement  process.  Bone  destruc- 
tion may  occur  as  the  implant  is  at 
times  seen  to  "settle"  into  the  bone 
secondary  to  bone  resorption  from  the 


occlusal  (biting)  stress.  Although  rare, 
either  of  these  circumstances  can  re- 
sult in  mandibular  fracture.  The  pri- 
mary complication  with  the  subper- 
iosteal implant  system  is  the 
dehiscence  (opening)  of  soft  tissues 
over  the  implant  framework.  This,  al- 
though not  necessarily  cause  for  re- 
moval of  the  implant,  provides  a  po- 
tential irritant  for  the  patient  as  well 
as  a  possible  path  for  oral  organisms 
to  seed  the  peri  implant  area  and 
cause  infection. 

The  third  major  type  of  dental  im- 
plant utilizes  the  concept  of  osseoin- 
tegrotion.  In  this  system,  precision 
openings,  usually  cylindrical,  ore 
made  into  the  bone.  The  cylindrical 
implant  or  fixture  is  placed  in  the 
bone,  the  surgical  site  is  sutured 
closed  ond  the  implant  is  allowed  to 
heal  for  four  to  six  months  before  un- 
covering. In  a  second  operative  pro- 
cedure posts  are  placed  and  the  den- 
tal appliances  fabricated.  This  system 
results  in  a  soft-tissue  capsule  of  min- 
ute dimension  compared  with  the 
other  endosteal  systems,  the  sur- 
rounding soft  tissue  is  so  minimal  that 
there  is  little  potential  for  on  infective 
process. 

The  most  common  complication  of 
these  implant  systems  is  failure  of 
the  cylinder  or  fixture  to  become 
firmly  attached  to  bone.  Treatment 
for  this  is  to  remove  the  fixture  and 
allow  bone  healing.  As  the  failure  is 
seldom  accompanied  by  an  infective 
process,  another  fixture  can  be  placed 
in  the  same  area.  This  is  in  sharp 
contrast  with  the  destructive  proc- 
esses associated  with  failure  in  the 
other  implant  systems. 

There  are  some  complications  com- 
mon to  all  implant  modalities.  The 
complication  often  of  immediate  and 
prolonged  concern  is  the  loss  of  sen- 
sation or  production  of  an  altered 
sensation  secondary  to  nerve  dam- 
age. This  most  commonly  occurs  when 
implants  are  placed  in  the  posterior 
port  of  the  mandible  causing  injury 
to  the  nerve,  which  results  in  numb- 
ness or  tingling  in  the  lower  lip  and/ 
or  chin  area.  The  lingual  nerve  to  the 
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tongue  or  the  infraorbital  nerve  are 
less  commonly  involved. 

In  the  maxilla,  the  sinus  is  most 
commonly  involved  in  the  posterior 
area.  Failure  of  the  implant  here  may 
lead  to  an  oral  antral  fistula  second- 
ary to  bone  loss.  Oral  nasal  fistulae 
are  also  seen  on  occasion. 

Failures  secondary  to  infection  may 
result  in  protracted  periods  of  pain, 
facial  or  localized  cellulitis,  the  risks 
of  repeated  courses  of  antibiotic  ther- 
apy, and  bone  loss. 

The  incidence  of  complications  may 
be  more  variable  among  dentists  than 
in  mony  other  areas  of  practice  be- 
couse  of  the  relative  skill  and  train- 
ing of  the  operator,  patient  selection 
and  the  systems  used.  The  newer  "os- 
seointegrated"  systems  hove  a  doc- 
umented lower  incidence  of  compli- 
cations. Implants  give  many  patients 
years  of  restoration  to  more  normal 
chewing  function.  However,  at  this 
time  there  is  not  any  one  system  with 
universal  application  and  without 
some  degree  of  complication. 

Philosophy  of  Placement 

In  consideration  of  the  above,  it  is 
clear  that  implant  procedures  must 
be  accomplished  by  a  person  or  team 
dedicated  to  following  the  meticu- 
lous procedures  required  at  every 
step.  The  practitioner  contemplating 
placing  implants  must  have  an  un- 
derstanding of  the  physical  status  of 
the  patient  and  of  how  medical  con- 
ditions may  affect  treatment.  Since 
many  implant  procedures  ore  accom- 
plished on  an  outpatient  basis,  the 
ability  to  provide  an  adequate  level 
of  comfort  by  utilization  of  various 
sedatives  and  analgesics  is  impor- 
tant. Thus,  practitioners  accomplish- 
ing the  implant  surgery  proper  should 
have  adequate  knowledge,  training, 
and  skills  in  control  of  pain  and  anx- 
iety. The  surgical  procedures  must  be 
done  with  a  sterile  technique  ap- 
proximating operating-room  levels. 
The  prosthetic  rehabilitation  accom- 
plished on  the  implants  must  be  done 
to  exacting  standards.  Improper  pros- 
thetic procedures  may  cause  failure 
of  the  fixtures. 


As  a  result  of  these  considerations, 
dental  implants  ore  being  done  in 
two  widely  differing  manners.  The 
first  involves  a  team  approach  such 
as  practiced  by  the  Clinical  Dental 
Implant  Program  at  the  University  of 
North  Carolina  School  of  Dentistry.  In 
this  approach,  the  surgical  place- 
ment is  accomplished  by  a  surgically 
trained  dental  specialist.  The  pros- 
thetics is  similarly  accomplished  by 
a  dental  specialist  trained  in  pros- 
thetics or  a  dentist  with  significant 
prosthetic  experience.  The  area  of 
dental  implonts  is  not  a  specialty  area 
recognized  by  the  American  Dental 
Association.  The  second  method  of 
implant  practice  is  by  general  den- 
tists who  have  devoted  significant  ef- 
fort to  the  area  of  dental  implantol- 
ogy.  Significant  numbers  of  implants 
are  accomplished  by  this  type  of 
practitioner. 

The  cost  of  a  dental  implant  pro- 
cedure is  highly  variable  depending 
on  the  type  of  system  utilized  and  the 
type  of  prosthetic  replacement.  Tita- 
nium is  exceedingly  expensive  and 
presents  difficulties  in  manufactur- 
ing. Single  cylindrical  implants  or 
fixtures  in  one  system  cost  approxi- 
mately $350  each,  with  five  often 
being  required  for  the  full  restoration 
of  one  jaw.  When  the  surgical  fee, 
the  prosthetic  lob,  and  the  profes- 
sional fee  are  added  it  should  be  ap- 
preciated that  total  expense  to  the 
patient  may  be  in  the  realm  of  sev- 
eral thousands  of  dollars.  In  some  in- 
stances simple  stabilization  of  con- 
ventional dentures  can  be 
accomplished  at  more  reasonable 
costs.  Fixed  bridges  are  usually  much 
more  expensive  due  to  the  higher 
costs  of  necessary  lob  work  and  gold 
used  in  these  restorations. 


Summary 

Some  specifically  selected  dental 
implants,  when  placed  in  appropri- 
ate, well-screened  patients  by  com- 
petent and  well-trained  profession- 
als, may  provide  years  of  excellent 
service  with  minimal  complications. 
The   traditional    endosteal    implants 


may  provide  satisfactory  service; 
however,  they  are  not  as  predictable 
in  outcome  and  do  have  documented 
greater  degrees  of  complications.  The 
subperiosteal  implant  has  achieved 
a  reasonable  degree  of  success  in  the 
hands  of  many  practitioners.  It  is  ap- 
propriate only  in  a  limited  number 
of  selected  patients,  and  does  hove 
some  variance  of  success  dependent 
on  the  practitioner  who  places  the 
implant.  Newer  techniques  utilizing 
computer  technology  and  ceramic 
coating  may  solve  some  of  the  dis- 
advantages of  this  system.  The  newer 
osseo-integrated  systems  hove  at  this 
time  the  best  documented  success, 
with  the  least  number  and  degree  of 
complications.  They  ore  technically 
demanding.  In  addition,  some  of 
these  systems  do  not  have  the  flexi- 
bility to  solve  all  conditions  where 
implants  may  be  desired. 

The  field  of  dental  implontology  is 
both  complex  and  demanding.  It  is 
in  an  era  of  significant  change,  with 
increasing  emphasis  on  basic  and 
clinical  research  to  further  refine  the 
usability  and  predictobility  of  these 
systems.  While  not  an  answer  for 
every  patient  or  every  problem,  the 
contemporary  dental  implants  con  be 
expected  to  raise  the  quality  of  life 
for  many  dentally  crippled  patients. 


30 


Vol.  48.  No.  1 


44 


When  I  Grow  Up . . ." 


I 


Playing  "grown-up".  One  of  the  joys  of  childhood. 
Dressing  in  "grown-up"  clothes,  walking  in  "grown- 
up" shoes,  and  moci^ng  "grown-up"  words. 

But  everyday,  children  are  stricken  with  the  most 
dreaded  of  all  "grown-up"  diseases— cancer  And 
their  games  are  ended. 

To  too  many  of  these  children,  play- 
ing "grown-up"  will  never  be  anymore 


than  that— playing.  Many  of  these 


children  wont  even  play  "grown-up"  again. 

At  St.  Jude  Children's  Research  Hospital,  we're 
fighting  to  put  an  end  to  this  senseless  loss,  and 
we're  working  toward  a  day  when  no  innocent 
"grovm-up"  will  lose  her  life  to  cancer 
To  find  out  how  you  can  help  in  this  desperate 
■  ST.JVDE  CHiLDREy-s        Struggle,  write  to  St  Jude,  505 
^  KESEARCH  HOSPITAL       No^h  Parkway.  Memphis.  TN  38105, 


.  Danny  Thomas,  founde,  Or  Call  1  -800-238-9100. 


We're  Here  For  You,  North  Carolina 


Medical  Mutual  Insurance  Company  was  created 
by  North  Carolina  physicians  in  1975  to  stabilize  the 
volatile  professional  liability  insurance  nnarket.  For 
eleven  years,  we  have  been  able  to  keep  that  market 
open  for  all  physicians  in  North  Carolina.  Because  our 
primary  goal  is  stability-not  profit-we  will  continue  to 
serve  you  while  other  companies  limit  their  markets 
or  restrict  coverage. 

Our  presence  in  North  Carolina  guarantees  that 
experienced  physicians  can  practice  their  specialties, 


new  physicians  can  begin  their  practices,  and  citizens 
of  the  state  will  get  the  high  quality  medical  care  they 
deserve.  By  bringing  stability  to  the  professional  liability 
market,  we're  serving  the  public  good. 

Medical  Mutual.  We'll  be  there  when  you  need  us. 

^^1^  Medical  Mutual 

^     Medical  Insurance  Agency,  Inc. 


Medical  Mutual  Insurance  Company  of  North  Carolina  and  its  subsidiary.  Medical  Insurance  Agency.  Inc. 
are  located  at  222  North  Person  Street,  Raleigh.  NC  27611  919/828-9334    800/662-7917 


TOXIC  ENCOUNTERS 


World  Enough  and  Tinne  — 
Hydrogen  Sulfide  Poisoning 


Ronald  B.  Mack.  M.D. 


FOR  most  of  us  time  is  a  thief  that  steals  and  steals  until 
there  is  not  enough  left  to  do  the  things  we  want  and 
need  to  do  for  ourselves.  There  is  always  another  patient 
to  see,  a  phone  call  to  make,  a  committee  meeting  to 
attend,  a  problem  with  your  children,  and  far  too  soon  you 
are  too  close  to  the  two-minute  warning. 

Andrew  Marvell  was  an  English  politician  in  the  17th 
Century  who  worried  about  time  and  who  is  best  remem- 
bered, by  readers  of  poetry  anthologies,  for  one  poem: 
"To  His  Coy  Mistress."'  In  this  delightful  poem  he  im- 
plores his  reluctant  lady  to  make  haste.  He  says.  "Had 
we  but  world  enough,  and  time,  this  coyness,  lady,  were 
no  crime."  Marvell  later  on  in  the  poem  admonishes  his 
love:  "But  at  my  back  I  always  hear  Time's  winged  chariot 
hurrying  near:  and  yonder  all  before  us  lie  deserts  of  vast 
eternity."  If  you  are  ever  confronted  by  a  patient  with 
hydrogen  sulfide  (HjS)  poisoning  you  will  not  have  time 
to  do  extensive  contemplation  —  you  will  have  to  act  or 
the  patient  will  no  longer  answer  "here"  in  the  roll  call 
of  life.  Marvell  suggests,  "The  grave's  a  fine  and  private 
place  but  none.  I  think,  do  th,.re  embrace." 

All  of  you  know  what  hydrogen  sulfide  gas  smells  like, 
that's  right,  rotten  eggs.  This  very  noxious  substance  is 
coloriess  and  highly  flammable.  The  characteristic  odor  is 
perceived  at  relatively  low  concentrations  but  at  somewhat 
higher  concentrations  the  olfactory  receptors  apparently 
become  paralyzed  and  the  odor  does  not  act  as  a  danger 
signal  because  you  can't  sniff  it  property  (oh.  how  I  wish 
for  olfactory  paralysis,  at  times,  in  our  clinic:  some  of  the 
parents  who  come  to  the  ambulatory  department  suffer  the 
disease  known  well  to  outpatient  clinic  physicians,  "pit 
rot").  The  range  of  toxicity  of  H;S  can  be  as  little  as 
experiencing  eye  irritation  and  cough  to  immediate  death. 
Exposure  to  hydrogen  sulfide  gas  can  occur  in  a  variety 
of  settings  such  as  mines,  sewers,  waste-water  treatment 
plants,  in  the  petrochemical,  gas  and  tanning  industries 
and  in  liquid  manure  systems-  (ick!!)  kept  in  storage  tanks 
by  livestock  farmers.  Hydrogen  sulfide  gas  is  very  toxic, 
odoriferous,  extremely  irritating,  inflammable  and  color- 
less. The  toxic  effects  are  both  local  and  systemic. 

The  local  effects  of  H,S  seem  to  be  particulariy  difficult 
on  the  eyes  of  the  victim,  causing  intense  conjunctival 
infection,  ocular  pain,  blurred  vision,  blepharospasm,  lac- 
rimation,  photophobia,  keratoconjunctivitis,  vesiculation 
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of  the  corneal  epithelium  and  the  sensation  of  seeing  col- 
ored halos  around  lights.  Under  these  circumstances  it 
would  be  very  difficult  to  say  those  famous  lines  from 
"Casablanca"  that  Humphrey  Bogart  said  to  Ingrid  Berg- 
man: "Here's  looking  at  you  kid!!"  By  the  way,  because 
exposure  to  high  concentrations  of  this  gas  can  be  fatal, 
maybe  the  experience  of  seeing  colored  halos  is  a  real 
"out  of  body"  event  in  those  destined  for  heaven  (I  must 
admit  1  never  knew  angels  wore  colored  halos;  well,  live 
and  learn,  or  is  it,  die  and  learn?)  Mucous  membrane 
involvement,  other  than  ocular,  is  to  be  expected,  espe- 
cially rhinitis,  pharyngitis  and  irritation  of  the  tracheo- 
bronchial tree.  It  would  not  be  a  surprise,  in  the  exposed 
patient,  for  the  doctor  to  observe  severe  coughing  and 
dyspnea  in  addition  to  pronounced  ocular  disability. 

Let  the  record  show  that  at  higher  concentrations  hy- 
drogen sulfide  gas  can  kill  you  dead  and  quickly.  It  can, 
in  fact,  kill  as  quickly  as  cyanide  if  the  concentration  is 
high  enough.  Patients,  still  conscious  after  exposure  to 
high  concentrations,  complain  of  headache,  nausea,  diz- 
ziness, confusion,  and  weakness  of  the  arms  and  legs,  and 
then  they  can  abruptly  lapse  into  unconsciousness  and  death 
due  to  respiratory  failure.  There  seems  to  be  a  direct  de- 
pressant effect  on  the  respiratory  center  caused  by  this  gas. 
The  mortality  rate  is  about  6%.  In  a  patient  who  is  still 
alive  but  obtunded  you  would  expect  to  see  cyanosis,  tach- 
ycardia, tremors  and  seizures  and  you  often  do  see  these 
adversities,  but  be  careful  or  you  may  be  the  next  victim. 
Let  it  be  understood  that  the  health  care  professional  of- 
fering aid  to  the  victim  must  never  go  to  the  site  of  the 
downed  victim  without  wearing  a  self-contained  breathing 
device.'  If  you  ignore  this  warning,  do  so  at  your  peril. 
Hearing  the  bugler  blow  "TAPS"  is  not  my  idea  of  a  fun 
afternoon.  The  majority  of  deaths  due  to  this  poison  occur 
at  the  exposure  site.  Rescuers  apparently  have  a  high  mor- 
bidity and  mortality  rate. 

It  is  fair  to  ask,  at  this  juncture,  why  hydrogen  sulfide 
gas  is  so  toxic.  This  gas  is  an  intracellular  poison.  It  causes 
histoxic  anoxia  and  anyone  who  has  had  this  condition  can 
tell  you  that  it  smarts.  The  hydrosulfide,  according  to  many 
authorities,  inhibits  the  cytochrome  oxidase  system  (as 
does  cyanide)  by  interrupting  electron  transport.  The  end 
result  is  cell  death  because  of  the  inactivation  of  aerobic 
metabolism.  It  is  no  surprise  that  the  brain  and  heart  are 
the  organs  most  sensitive  to  oxygen  deprivation. 

It  is  probably  old  news  that  many  treatments  are  con- 
troversial. All  one  can  do  when  the  truth  is  not  exact  is 
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to  go  with  experience,  good  clinical  judgment  and  the  best 
data  available.  One  must  be  reminded  of  the  fact  that 
treatment  must  be  quite  rapid  and  includes  as  a  primary 
precept  thai  the  victim  must  be  removed  from  the  toxic 
site  with  great  dispatch  (observing  the  safety  precautions 
for  the  rescuers  previously  mentioned).  The  basic  contro- 
versy regarding  treatment  is  whether  the  use  of  nitrites  is 
indicated.  Because  this  gas  inhibits  cytochrome  oxidase  it 
has  been  the  practice  to  treat  this  poisoning  as  one  would 
treat  a  cyanide  poisoning,  i.e.,  administer  nitrites.  This 
latter  substance  has  as  its  aim  the  inactivation  of  sulfide. 
Nitrates  attempt  to  do  this  by:  ( 1 )  forming  dissociable 
sulfltemoglobin  which  allegedly  removes  sulfide  from  com- 
bining in  tissue  (the  now  nontoxic  sulfhemoglobin  is  further 
broken  down  into  nontoxic  oxidized  forms  of  sulfur  and 
excreted  in  the  urine)  and  (2)  inducing  methemoglobinemia 
which  competitively  binds  circulating  sulfide  ions,  re- 
moving it  from  the  cytochrome  oxidase  system.  Does  this 
methemoglobinemia  formation  as  a  treatment  sound  fa- 
miliar? Sure  it  does.  Antidotal  induction  of  methemoglo- 
binemia is  the  basis  of  the  treatment  of  cyanide  poisoning, 
i.e..  methemoglobin  has  a  greater  affinity  for  cyanide  than 
does  cytochrome  oxidase.  The  end  result  of  the  treatment 
of  cyanide  poisoning  is  to  disrupt  the  cyanide-cytochrome 
complex,  allowing  oxidative  metabolism  to  resume. 

We  can  now  see  what  we  have  to  do  to  reverse  the  bad 
situation  in  a  hydrogen  sulfide  poisoning  as  quickly  and 
efficiently  as  we  can:  100%  O,  must  be  administered. 
Begin  nitrite  therapy.  Where  are  you  going  to  get  this 
stuff?  You  mean  you  forgot  already?  You  get  it  from  the 
Lilly  Cyanide  Antidote  Kit.  Begin  with  the  amyl  nitrite 
ampules.  After  breaking  the  ampule,  administer  the  amyl 
nitrite  in  such  a  way  that  the  patient  inhales  it  for  30 
seconds  of  every  minute.  Use  a  fresh  ampule  every  three 
minutes.  Only  give  the  amyl  nitrite  until  the  sodium  nitrite 
has  been  prepared  for  intravenous  administration.  The  dos- 
age schedule  for  the  sodium  nitrite  is  the  same  as  in  cyanide 
poisoning.  Be  very  careful  when  administering  sodium 


nitrite  to  children  as  it  can  lead  to  fatal  methemoglobi- 
nemia. For  children  you  can  give  a  3%  sodium  nitrite 
solution  at  0.33  ml/kg  not  to  exceed  10  ml  at  a  rate  of  not 
more  than  2.5  to  5.0  ml  per  minute.  The  lower  the  chil- 
dren's hemoglobin  the  less  sodium  nitrite  you  should  ad- 
minister. Oops,  don't  forget  ...  do  not  administer  sodium 
thiosulfate  in  H,S  poisoning  as  you  would  in  cyanide  in- 
toxication. 

Well,  that  seems  easy  enough,  doesn't  it?  Wrong,  rotten 
egg  breath!!  The  issue  of  nitrite  therapy  in  this  intoxication 
is  far  from  settled  and  is.  in  fact,  rather  controversial.'' 
However,  because  it  is  currently  the  only  game  in  town, 
induction  of  methemoglobinemia  is  recommended,  if  the 
treatment  can  be  started  early.  Several  authors  prefer  ox- 
ygen therapy  alone  without  nitrite  therapy,  because  sulfide 
is  rapidly  oxidized  to  sulfur  and  sulfur  oxides  by  giving 
oxygen  therapy  and  producing  oxyhemoglobin  and  be- 
cause methemoglobinemia  production  takes  too  long  and 
could  be  dangerous.'  Some  authorities  go  a  step  further 
and  administer  hyperboric  oxygen,  which  seems  like  a 
great  idea.  Until  a  better  treatment  is  found  the  use  of 
nitrites  is  probably  the  way  to  go. 

1  could  not  find  any  evidence  that  Marvell's  coy  mistress 
succumbed  to  his  entreaties  but  there  is  a  footnote  in  one 
source  that  says  he  was  awaiting  the  results  of  a  HTLV 
screen. 

Please  say  hello  to  my  new  grandson.  Joseph  Andrew 
Mack,  who  is  giving  us  a  problem  —  we  can't  get  the 
fettuccine  noodles  small  enough  to  fit  through  the  nipple 
holes  in  his  bottle. 
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Introducing  the  Reynolds  and  Reynolds 
Pledge  of  Satisfaction. 

Before  we  decided  lo  offer  your  practice  a  written  guarantee,  we  made 
sure  we  had  the  best  medical  practice  management  system  on  the  market. 
Onh'  Reynolds  +  Reynolds,  a  Fortune  500  company  with  over  20  years 
of  computer  experience  as  a  single  source  supplier,  offers  you: 

•  State-of-the-an  hardware  from  IBM,  NCR,  and  Texas  In.struments. 

•  The  mo.st  comprehensive  Unix-ba.sed  medical  practice 
management  software  in  the  industry. 

•  MPMS-PLUS  software  features: 

-  appointment  .scheduling      -  insurance  claims 

-  patient  billing  -  management  reports. 

-  accounts  receivable 

•  The  industr\'s  most  responsive  after-sale  hardware  and 
software  service  and  support. 

•  Competitive  lease  plan  rates. 

•  A  ftill  line  of  computer  forms. 

•  A  unique  written  pledge  of  satisfaction  a,ssuring  you  that  our 
sv'stem  will  perform  the  tasks  required  to  help\'our  practice 
run  more  prohtably  and  efficiently  or  your  full  svstem  price 
will  be  refunded. 

Whether  you're  a  new  buyer  or  a  dissatished  system  user, 
Reynolds  +  Reynolds'  single  source  cc^ncept  is  right  for  you. 
Interested?  To  know  more  about  our  MPMS-Plus  System  and  our 
Pledge  of  Satisfaction,  fill  out  the  attached  coupon  or  call  us  toll- 
free  at  1-800-632-4278  ( in  Ohio  call  1-800-S3S-7128.) 

Reynolds+Reynolds 

Committed  To  Your  Futtjre 


PO  l)i)N  lOOS 
IXlUiiii,  on  4S-)01 


Yes,  I'm  interested!  I  want  to  know  more  about  the 

Reynolds  -I-  Re\nolds*  MPM,S-PLli,S  .s\steni  To  make 

our  first  discussion  more  efficient,  I've  tilled  in  the 

information  requested  below. 

I'm  considering  automating  m\'  practice: 

D  Right  awa\'.       D  In  six  months.     D  In  a  year  or  so. 

D  I'd  like  to  know  more  about  your  unique  Pledge  of 
Satisfaction. 


Name: 


Practice  Name: 

Address: 

Cir\': 


-  State; 


.Zip:. 


Phone: . 


#  of  Ph\sici: 
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MEDICAL  EDUCATION 

The  Boat  People 

The  1986  Whitehead  Lecture  to  the  1990  Class  of  the 
University  of  North  CaroHna  Medical  School 

Ernest  Craige,  M.D.,  Henry  A.  Foscue  Distinguished  Professor  of  Cardiology,  August  20,  1986 


PEOPLE  will  look  back  on  this  as  being  a  time  of  great 
ferment  and  change  in  the  delivery  of  health  care,  and 
many  of  the  profound  alterations  that  we  are  witnessing 
are  only  marginally  under  the  control  of  our  profession. 

What  has  happened  is  that  the  cost  of  medical  care  has 
risen  so  dramatically  and  out  of  proportion  to  other  costs 
in  society  that  various  methods  of  containment  have  had 
to  be  inaugurated  in  an  effort  to  bring  the  whole  thing 
under  conrol.  So  we  see  a  proliferation  of  new  schemes 
by  which  health  care  is  provided  with  various  incentives 
or  restrictions  designed  to  shorten  hospital  stay,  reduce 
unnecessary  laboratory  work,  duplication  of  diagnostic 
procedures  and  un-needed  surgery.  All  of  these,  of  course, 
are  admirable  goals.  The  forms  that  these  cost-containing 
methods  take  are  numerous  and  bewildering  so  that  pa- 
tients are  confused  about  where  to  sign  up  in  the  hopes  of 
finding  humane  and  scientifically  expert  medical  care. 

This  confusion  on  the  part  of  the  public  is  shared  by 
the  medical  profession  itself,  as  I  have  suggested  in  this 
drawing,  whence  comes  the  title  of  my  talk  —  "The  Boat 
People . ' ' 

The  boats  are  the  new  vehicles  for  delivery  of  health 
care:  the  Health  Maintenance  Organization  or  HMO;  the 
Preferred  Provider  Organization  or  PPO;  Blue  Cross/Blue 
Shield;  Electronic  Data  Systems  or  EDS;  Diagnostic  Re- 
lated Groups  or  DRGs;  for-profit  hospitals  which  may  buy 
out  community  hospitals  and  take  over  the  obligations 
formerly  assumed  by  the  county;  independent  surgical  clin- 
ics; doctors  in  supermarkets  ("doc  in  a  box'");  and  finally 
a  traditional  solo  practitioner.  These  alternatives  confront 
the  medical  profession,  faculty,  and  those  in  practice,  nurses 
and  paramedical  professionals,  patients  and  general  public. 

We  see  the  Class  of  "90  in  the  midst  of  this  gang  — 
relatively  unperturbed  by  the  chaotic  scene  around  them. 
This  is  because  their  minds  are  not  cluttered  by  earlier 
experiences  which  make  the  current  situation  so  radically 
different  for  these  other  players.  The  doctors  in  practice 
are  deeply  disturbed.  This  one  has  decided  to  call  it  quits 
and  go  over  the  side.  His  colleague  is  reaching  out,  perhaps 
to  save  him,  or  is  he  actually  giving  him  a  push?  On  the 
horizon  lurks  a  ship  full  of  lawyers  ready  to  scoop  up  any 
strays.  The  people  on  the  dock,  which  includes  all  of  us. 
don't  know  where  these  boats  will  be  taking  them.  Unclear 
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about  their  objectives  and  the  means  of  getting  there,  they 
resemble  the  boat  people  setting  out  from  Vietnam  to  some 
uncertain  destination. 

Each  of  these  vehicles  for  the  delivery  of  health  care 
has  the  potential  of  helping  to  accomplish  the  overall  ob- 
jective of  excellent  care  under  controlled  cost.  The  prob- 
lems with  them  are  too  varied  and  complex  to  discuss  here 
but  generally  result  from  the  possibility  of  failure  to  reach 
the  intended  purpose,  owing  to  human  frailties  of  avarice, 
excessive  bureaucracy,  etc.  Conflicts  of  interest  arise  where 
the  decision-making  on  the  part  of  the  physician  is  leaned 
on  by  a  variety  of  financial  and  administrative  influences. 
A  potential  sinister  result  of  all  this  is  a  two-platoon  health 
care  system  with  the  poorer  segment  of  society  left  out. 

In  this  turbulent  setting,  then,  how  is  the  Class  of  '90 
going  to  keep  its  bearings  and  exert  its  hoped-for  leadership 
in  the  coming  century? 

Obviously  the  star  by  which  these  newest  of  the  boat 
people,  the  Class  of  "90.  will  hopefully  set  their  compasses 
is  what  is  best  for  the  patient.  This  seems  too  obvious  to 
mention,  but  it  requires  reiteration.  A  fixation  on  the  well- 
being  of  the  individual  patient  is  an  admirable  goal  but  is 
probably  an  oversimplification.  There  is  also  to  be  con- 
sidered one's  concern  with  what  may  be  a  conflicting  duty 
to  society  as  a  whole.  For  example,  the  media  are  fre- 
quently giving  details  of  the  perilous  experience  of  some 
child  in  Texas  or  California  undergoing  a  liver  transplant, 
or  a  man  in  Louisville  getting  a  mechanical  heart.  The 
public  appears  to  have  an  insatiable  interest  and  faith  in 
these  technological  advances.  The  liver  transplant  may  be 
rejected  and  require  an  emergency  search  for  a  second 
donor.  Even  the  President  has  intervened  in  one  such  drama. 
The  cost  of  such  procedures  is  enormous.  Since  resources 
are  finite,  we  will  have  to  weigh  the  projected  benefits 
against  the  use  of  the  money  in  less  dramatic  ways  for  the 
benefit  of  a  larger  number  of  people. 

It  is  clear  that  in  the  foreseeable  future  any  measurable 
improvement  in  the  health  of  the  population  is  going  to 
have  to  take  place  by  means  of  preventive  medicine  and 
reduction  of  self-destructive,  suicidal  practices  and  not  by 
means  of  individual  technological  spectaculars.  I  have  in 
mind  the  reduction  of  toxins  in  the  atmosphere,  the  arms 
race,  for  example,  being  the  worid-class  suicidal  impulse, 
against  which  I'm  proud  to  say  members  of  our  faculty 
and  physicians  all  over  the  world  have  provided  an  im- 
aginative and  courageous  campaign.  Other  destructive  tox- 
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ins  like  drugs,  cigarettes  and  alcohol  need  to  be  combatted 
starting  at  the  school  level.  Other  major  problems  such  as 
obesity,  which  afflicts  one-third  of  our  population,  teenage 
pregnancy,  inadequate  pre-natal  care,  malnutrition  in  school 
children  —  all  of  these  are  preventable  problems  in  which 
our  profession  must  take  a  leadership  role. 

At  this  juncture  in  medical  history,  1  think  that  you  are 
particularly  fortunate  to  be  the  first-year  class  at  the  Uni- 
versity of  North  Carolina,  rather  than  at  one  of  many  other 
equally  prestigious  schools,  because  the  University  —  that 
is,  the  entire  University  —  has  always  acknowledged  its 
responsibility  to  all  the  citizens,  regarding  the  whole  state 
as  its  campus.  The  planners  of  the  present  four-year  med- 
ical school  back  in  the  late  '405  recognized  the  applicability 
of  this  historic  obligation  to  the  new  institution.  Built  into 
Its  charter  was  the  stated  intention  of  bringing  better  health 
care  to  all  of  North  Carolina. 

For  those  of  us  privileged  to  participate  in  the  care  of 
patients  here,  research  and  teaching,  the.se  years  have  been 
very  gratifying,  since  we  have  been  permitted  to  provide 
exemplary  care  to  ail  those  referred  to  our  doors  regardless 
of  financial  status,  color,  or  other  potential  barriers.  We 
have  observed  the  quality  of  care  all  over  the  state  going 
up  dramatically  thanks  to  the  effective  role  of  our  graduates 
and  those  of  other  neighboring  schools.  An  additional  re- 
markable achievement  has  been  the  establishment  of  our 
Area  Health  Education  Centers,  or  AHECs,  located  in  a 
dozen  places  from  Asheville  to  Wilmington  and  in  constant 
personal  communication  with  the  center  here  by  means  of 
a  fleet  of  small  airplanes. 
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Ernest  Craige 

I  don't  have  any  precise  itinerary  to  propose  for  those 
embarking  on  the  boats  in  these  times  of  uncertainty;  how- 
ever, 1  am  encouraged  by  the  idealistic  and  yet  pragmatic 
approach  to  patient  care  problems  manifested  by  our  stu- 
dents, and  fostered  by  the  philosophy  of  the  University  as 
a  whole  through  its  faculty.  This  is  exemplified  better  than 
1  can  say  in  a  brief  essay  which  one  of  our  current  fourth- 
year  students,  Susan  Hovey,  wrote  in  connection  with  her 
application  for  internship.  {A  statement  of  purpose  is  re- 
quired with  the  application  and  generally  it  summarizes 
noteworthy  experiences  the  student  has  had  to  date  and 
aspirations  for  the  future). 

She  writes  as  follows  regarding  an  experience  on  her 
first  clinical  rotation  in  the  third  year: 

"My  feelings  about  patient  care  came  to  the  forefront 
one  day  as  a  result  of  a  very  simple  incident.  I  watched 
an  old  fragile  arthritic  patient  moving  from  bed  to 
wheel  chair  with  the  assistance  of  her  husband  who 
was  only  slightly  more  robust.  Although  the  scene 
was  in  a  way  painful,  it  also  seemed  more  human, 
real  and  therefore  graceful  than  anything  I  had  ever 
seen.  This  year  1  have  come  to  value  the  patients 
immensely.  They  have  been  an  unceasing  source  of 
solace  and  inspiration  for  me.  1  was  especially  and 
unexpectedly  attracted  to  the  older  patients  and  found 
myself  choosing  to  spend  time  with  them  beyond  the 
necessary.  I  feel  a  responsibility  to  these  people  and 
in  caring  for  them,  hope  to  have  a  career  that  I  will 
both  respect  and  enjoy." 
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Another  valuable  discovery  that  Miss  Hovey  has  made 
is  the  importance  of  maintaining  a  lively  interest  in  hobbies 
or  nonmedical  cultural  activities.  This  helps  to  prevent 
medical  tunnel  vision  and  improves  one's  equanimity  in 
a  stressful  occupation.  A  broad  cultural  background  is  also 
of  immense  value  in  establishing  an  empathetic  relation- 
ship with  patients. 

I  recall  a  vivid  example  of  this  from  my  own  intern 
days  some  43  years  ago.  In  a  hospital  in  Boston  I  had  the 
privilege  of  having  as  one  of  my  attending  physicians  a 
wise  man  named  Chester  Jones.  The  other  intern  on  the 
ward  and  1  had  under  our  care  an  eldely  gentleman  with 
a  severe  anemia.  Some  malignant  condition  had  destroyed 
his  bone  marrow  where  red  blood  cells  and  other  formed 
elements  in  the  blood  are  manufactured,  and  he  had  be- 
come terribly  anemic.  We  measured  his  hemoglobin  every 
day  from  blood  samples  obtained  by  pricking  his  finger. 
We  knew  that  the  only  way  his  life  could  be  prolonged 
was  by  blood  transfusions,  and  he  received  one  or  two  of 
these  with  only  transitory  benefit.  His  mind  was  quite 
clear.  He  knew  that  he  was  dying,  but  he  refused  to  have 
any  further  transfusions.  We  had  reached  an  impasse.  We 
told  him  that  we  were  going  to  refer  the  matter  to  our 
attending  physician.  Dr.  Jones,  since  we  had  confidence 
that  his  superior  authority  and  persuasiveness  would  win 
the  day  in  behalf  of  our  diagnostic  and  therapeutic  inten- 
tions. So  before  rounds  next  morning,  as  was  our  custom, 
we  filled  Dr.  Jones  in  on  the  events  of  the  preceding  night 
and  the  crisis  that  we  had  reached  with  this  particular 
patient.  Then  we  went  from  one  bed  to  another  around  the 
large  ward. 

As  we  approached  the  bed  of  the  anemic  gentleman.  I 
could  see  that  he  was  the  color  (white)  of  his  tunic  that 


was  supplied  by  the  hospital.  His  jaw  was  thrust  forward 
in  a  grim  determined  manner,  and  his  toothless  mouth 
formed  an  inverted  U.  All  of  his  belongings  and  clothing 
had  been  taken  from  him  and  were  stored  elsewhere  so 
that  the  only  fragment  of  personal  possessions  remaining 
was  a  catalogue  of  Jackson  &  Perkins,  the  rose  company, 
lying  on  his  bedside  table. 

Dr.  Jones  picked  up  the  catalogue  and  said.  "What  do 
you  think  of  this  year's  prizewinner.  Double  Delight?" 
With  that  the  old  man's  mouth  cracked  up  into  a  big  smile. 
Dr.  Jones  sat  down  and  for  five  or  ten  minutes  they  had 
an  animated  discussion  about  roses.  Then  we  went  on  to 
the  next  bed  and  shortly  rounds  were  over.  Afterwards  the 
other  intern  and  1  and  the  resident  had  a  hurried  conference. 

"What  was  decided  about  the  transfusions?" 

"1  didn't  hear  them  say  anything  about  it!" 

The  resident  said:  "It  was  all  decided." 

They  understood  each  other  perfectly,  and  realized  that 
further  interventions  would  be  futile. 

So  there  won't  be  any  more  transfusions. 

There  won't  be  any  more  finger  stickings. 

Dr.  Jones  perceived  that  the  time  had  come  to  discon- 
tinue our  "scientific"  efforts  and  devote  ourselves  to  mak- 
ing the  remaining  hours  or  days  of  this  patient  more  tol- 
erable, and  he  was  demonstrating  to  us  how  this  might  be 
done. 

I'm  sure  that  you  will  have  similar  experiences  —  some 
frustrating,  many  gratifying.  1  feel  confident  that  the  in- 
teraction of  your  class  with  our  splendid  faculty  and  with 
the  patients  whom  you  will  meet  will  result  in  increasing 
maturity,  judgment  and  leadership  from  which  will  emerge 
satisfactory  solutions  to  the  problems  of  health  care  in  the 
21st  Century.  Q 


$50,000  Award  for  Innovation 

Pfizer  Hospital  Products  Group  has  posted  a  $50,000 
"Award  for  Innovation"  in  medical  devices.  The  Award 
will  recognize  an  individual  or  research  team  for  excel- 
lence in  medical  device  innovation  and  encourages  further 
research  and  development  of  medical  devices  to  manage 
and  treat  diseases.  This  is  the  first  time  the  Award  is  being 
offered  and  any  person  in  a  health  care-related  field  is 
eligible  to  submit  an  entry. 

"An  outside  panel  of  experts  will  judge  the  scientific 
merit  of  the  invention,  and  its  benefit  to  patients."  said 
George  Flouty.  M.D..  medical  director  of  Pfizer  Hospital 
Products  Group.  "Also  evaluated  will  be  the  practical 
application  of  the  invention  and  its  possible  impact  on  the 
quality  of  health  care." 

The  deadline  for  applications  is  January  30.  1987.  and 
the  Award  recipient  will  be  announced  in  May  1987.  Ap- 
plication information  may  be  obtained  by  writing  to: 
George  Glouty.  M.D. 
Pfizer  Hospital  Products  Group 
235  East  42nd  Street 
New  York,  NY  10017 
Attn:  Award  for  Innovation 
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The  Patient  from  Whom  I  Learned  Most 

What  I  Learned  from  a  Pregnant 
Teenage  Diabetic  Patient 

Robert  P.  Schwartz,  M.D. 


SHE  was  17  years  old,  and  had  been  my  patient  for 
seven  years.  I  first  saw  her  at  age  nine  years,  when 
she  came  to  my  office  with  growth  failure  and  classic  signs 
and  symptoms  of  hypothyroidism  secondary  to  Hashi- 
moto's thyroiditis.  After  treatment  with  thyroxine,  she  had 
a  rapid  growth  spurt.  Since  nine  months  of  age,  she  had 
been  on  insulin  for  Type  I  diabetes  mellitus. 

Diabetic  control  was  difficult  during  the  teen  years,  and 
her  glycosylated  hemoglobin  values  were  elevated.  After 
16  years  of  diabetes,  she  developed  background  retin- 
opathy with  scattered  microaneurysms  and  hypertension. 

On  a  visit  at  age  16'/:  years,  the  patient's  mother  pulled 
me  aside  to  tell  me  that  her  daughter  had  a  boyfriend,  was 
sexually  active,  and  was  having  unprotected  intercourse. 
The  parents  were  both  distraught,  but  wanted  me  to  talk 
with  her  and  prescribe  a  contraceptive.  I  discussed  the 
various  types  of  contraception  with  the  patient,  telling  her 
that  birth  control  pills  would  place  her  at  increased  risk 
of  additional  vascular  complications  because  of  her  dia- 
betic retinopathy  and  elevated  blood  pressure.  I  referred 
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her  to  a  gynecology  colleague  who  also  was  reluctant  to 
prescribe  oral  contraceptives  because  of  her  retinopathy. 
He  recommended  a  diaphragm,  which  she  refused.  As  an 
alternative,  he  urged  her  to  use  an  intrauterine  device; 
again  she  refused.  The  boyfriend,  who  had  dropped  out 
of  school  in  the  eleventh  grade  and  was  working  as  an 
auto  mechanic,  was  not  willing  to  use  condoms.  The  pa- 
tient continued  to  date  this  boy.  One  year  later,  she  was 
pregnant  and  had  an  abortion. 

Teenage  pregnancy  is  an  epidemic.  There  were  24,848 
teenage  pregnancies  in  North  Carolina  in  1984  —  fifth  in 
the  nation.  These  teens  don't  plan  to  get  pregnant.  The 
problem  is  that  they  don't  plan  at  all. 

This  case  taught  me  that  we  must  take  the  time  to  take 
sexual  histories  on  our  patients  early  in  adolescence.  We 
should  check  their  fund,  or  lack,  of  knowledge,  and  coun- 
sel them  on  the  danger  of  unprotected  intercourse.  For 
sexually  active  high-risk  patients,  we  must  consider  both 
the  side  effects  of  an  oral  contraceptive  and  the  risk  of  an 
unwanted  pregnancy. 

Recently,  another  one  of  my  teenage  diabetic  patients 
told  me  that  she  was  sexually  active,  and  she  asked  for 
birth  control  pills.  I  thanked  her  for  telling  me;  and  without 
any  hesitation,  I  gave  her  a  prescription. 
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Our  warehouses  here  at  the  Government 
Printing  Office  contain  more  than  16,000 
different  Government  pubhcations.  Now 
we've  put  together  a  catalog  of  nearly 
1,000  of  the  most  popular  books  in  our 
inventory.  Books  like  Infant  Care, 
National  Park  Guide  and  Map,  The 
Space  Shuttle  at  Work,  Federal  Benefits 
for  Veterans  and  Depeyidents, 
Merchandising  Your  Job 


Talents,  and  The  Back-Yard  Mechanic. 
Books  on  subjects  ranging  from 
agriculture,  business,  children, 
and  diet  to  science,  space  exploration, 
transportation,  and  vacations.  Find  out 
what  the  Government's  books  are  all 
about.  For  your  free  copy  of  our 
new  bestseller  catalog,  write — 
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LEARNING  WITH  WORDS 

Physicians  as  Science  Writers 


John  M.  Falletta,  M.D. 


ISAAC  Asimov  presented  an  intriguing  notion  in  his  ad- 
dress, "Future  of  Medical  Communication,  Doctors 
and  People  Talking."'  He  suggested  that  someday  phy- 
sicians in  medical  research  would  be  doing  their  own  ex- 
periments much  as  they  do  today,  but  that  the  manuscripts 
reporting  their  research  would  be  prepared  by  a  science 
writer.  This  view  may  not  be  of  interest  to  those  physicians 
whose  measure  of  success  excludes  the  quality  and  length 
of  their  bibliography.  But  for  those  of  us  who  report  the 
results  of  research  projects  and  who  find  the  process  of 
manuscript  preparation  painful  and  laborious,  this  idea 
merits  further  consideration.  Freedom  from  the  effort  of 
scientific  writing  could  lead  to  two  favorable  results:  the 
physician  would  have  more  time  for  discovery;  and  the 
manuscript  might  be  more  readable.  This  essay  addresses 
the  latter. 

The  merits  of  having  a  science  writer  to  help  with  med- 
ical writing  have  been  embraced  by  a  variety  of  physicians. 
Indeed,  several  hospitals  and  research  institutions  now  em- 
ploy such  a  specialist.  An  example  of  how  such  a  colleague 
could  be  helpful  to  the  investigator  was  published  several 
years  ago  in  the  New  England  Journal  of  Medicine.-  Dr. 
F.J.  Inglefmger,  who  was  then  the  editor,  arranged  for  an 
article  on  tumor  immunology  to  be  rewritten  by  Barbara 
Culliton,  a  writer  for  Science.  The  article  dealt  with  some 
immunologic  phenomena  detected  in  cells  from  patients 
with  acute  leukemia. 

From  the  original  manuscript: 

"The  present  study  confirms  previous  observations 
that  the  lymphocytes  of  the  majority  of  patients  with 
acute  leukemia  can  mount  a  blastogenic  response  to 
their  own  leukemia  cells.  Although  a  correlation  be- 
tween lymphocyte  response  to  autologous  leukemia 
cells  and  the  clinical  status  of  the  patient  was  not 
reported  in  these  earlier  studies,  the  current  studies 
demonstrate  a  strong  correlation  between  the  degree 
of  blastogenic  response  to  acute  myelogenous  leu- 
kemia cells  and  their  response  to  treatment,  e.g.,  the 
higher  the  stimulation  index,  the  greater  the  chance 
for  a  chemotherapy  induced  remission.  We  have  pre- 
viously demonstrated  that  one  can  relate  prognosis  of 
the  patient  with  acute  leukemia  to  degree  of  general 
immunocompetence . " ' 

Now  from  Culliton's  revision: 
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"Our  results  support  the  view  that  one  can  correlate 
specific  features  of  the  cell  mediated  and  humoral 
immune  systems  with  prognosis  in  acute  leukemia. 
Generally,  the  correlation  we  find  pertains  to  indi- 
viduals with  acute  myelogenous  leukemia  rather  than 
to  those  with  acute  lymphoblastic  leukemia.  Our  re- 
sults also  confirm  previous  observations  that  a  ma- 
jority of  patients  have  lymphocytes  capable  of  mount- 
ing a  blastogenic  response  to  their  own  leukemia 
cells."'* 

While  it  may  be  difficult  to  make  a  precise  comparison 
between  the  two  versions  if  one  is  unfamiliar  with  cellular 
immunology,  clearly  the  revised  version  is  shorter,  prob- 
ably more  easily  understood,  and  definitely  is  less  pon- 
derous and  more  enjoyable  to  read.  However,  this  does 
not  prove  that  Asimov's  prediction  will  ever  come  to  real- 
ity, or  that  it  should.  As  Dr.  Inglefinger  pointed  out,  a 
science  writer's  task  of  reworking  a  journal  article  is  far 
from  easy.-  Assuming  that  the  rewriting  is  limited  to  the 
ideas  expressed  in  the  original  paper,  the  science  writer 
becomes  more  of  a  translator  than  an  independent  author. 
A  methods  section,  which  is  usually  already  written  in  a 
concise  and  simple  style,  does  not  lend  itself  easily  to 
rewriting.  Also,  the  science  writer  cannot  be  expected  to 
present  a  clear  and  abbreviated  description  of  work  when 
the  bulk  of  the  work  is  so  preliminary  as  to  preclude  the 
development  of  any  precise  conclusions. 

The  assessment  of  v^-hether  the  rewritten  manuscript  was 
worth  the  effort  and  expense  involved  was  something  that 
Dr.  Inglefinger  properly  left  to  each  investigator.  Were 
we  to  have  a  Barbara  Culliton  at  our  elbow,  ready  to  revise 
our  ponderous  first  draft  into  luster  and  fluidity  and  instant 
acceptance,  and  were  we  to  have  independent  funding  to 
support  her  work,  probably  all  physician- writers  would 
welcome  her  assistance.  Each  might  also  breathe  a  sigh 
of  relief  that  the  ostensible  rate  limiting  step  to  success, 
at  least  in  the  academic  worid,  had  been  overcome.  But 
partly  because  of  financial  realities,  partly  because  our 
egos  encourage  us  to  say  it  our  own  way,  and  partly  be- 
cause we  require  precision  in  the  reporting  of  our  data 
which  a  science  writer  might  not  achieve,  the  vast  majority 
of  us  will  continue  to  be  responsible  for  our  own  writing 
of  scientific  manuscripts,  and  some  of  us  may  even  enjoy 
that  requirement. 

How  can  physicians  themselves,  who  have  a  poor  rep- 
utation as  writers,  achieve  clarity  and  simplicity  in  medical 
writing?  Is  there  something  inherent  in  the  scientific  method 
that  makes  the  report  of  research  conclusions  necessarily 
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dull,  verbose,  or  awkward?  Clearly  the  answer  is  "no"; 
there  are  many  examples  to  be  found  of  crisp,  concise  and 
enjoyable  scientific  prose  covering  a  wide  range  of  topics. 
A  few  sentences  taken  from  Watson  and  Crick's  letter  to 
Nature,  in  which  they  first  described  the  double  helix, 
illustrate  how  elegance  in  discovery  can  be  matched  by 
simplicity  in  prose: 

"We  wish  to  suggest  a  structure  for  the  salt  of  deoxy- 
ribose  nucleic  acid  (DNA).  This  structure  has  novel 
features  which  are  of  considerable  biological  interest. 
...  It  has  not  escaped  our  notice  that  the  specific 
pairing  we  have  postulated  immediately  suggests  a 
possible  copying  mechanism  for  the  genetic  mate- 
rial."' 

One  might  consider  that  work  leading  to  the  Nobel  Prize 
ought  to  be  well  written!  But  good  writing  can  even  be 
discovered  among  less  profound  biological  observations. 
North  Carolinians  McMillan  and  Purcell  have  written  about 
the  puss  caterpillar,  alias  wooly  worm,  describing  its  char- 
acteristics and  the  hazard  that  it  holds  for  human  health: 

"Among  both  physicians  and  the  lay  public  a  vague, 
if  not  specified  awareness  of  caterpillars  probably 
exists.  In  this  connection,  and  with  summer  and  its 
varied  fauna  at  hand,  it  seems  appropriate  to  point 
out  that  caterpillars  of  more  than  50  species  possess 
irritative  hairs.  Depending  upon  the  species,  the  ef- 
fects of  the  hairs  range  from  a  local  dermatitis  to  an 
alarming,  if  not  frankly  dangerous,  disorder  with  sys- 
temic signs  and  symptoms. 

"Although  the  caterpillar  is  known  to  exist  widely 
in  the  southern  United  States,  Texas  apparently  har- 
bors the  greatest  number,  and  it  is  therefore  appro- 
priate that  most  clinical  reports  have  come  from  that 
state. 

"The  purpose  of  this  report  is  to  affirm  the  presence 
of  puss  caterpillars  in  North  Carolina,  to  describe  the 
effects  of  its  hair  stings  and  to  consider  briefly  the 
general  problem  of  irritative  caterpillar  hairs.  At  the 
outset  it  seems  well  to  point  out  that  although  Texas 
appears  to  have  more  puss  caterpillars  than  any  other 
state  in  the  union,  there  is  no  evidence  that  the  average 
caterpillar  in  Texas  is  larger  or  worse  than  the  average 
in  other  states,  including  North  Carolina. 

"Although  caterpillars  in  general  and  the  puss  cat- 
erpillar in  particular  hardly  consititute  a  major  health 
menace  to  the  American  scene,  they  probably  con- 
sititute a  sufficiently  bothersome  and  unfamiliar  prob- 
lem to  justify  directing  attention  to  them.  What  is 
even  more  provocative  than  the  clinical  effects  of 
caterpillar  contact  is  the  unanswered  mechanism  of 
their  hairs  and  the  undetermined  evolutionary  basis 
for  the  varied  defense  mechanisms  that  these  hairs 
represent.  Indeed,  the  not  so  friendly  puss  caterpillar. 
alias  wooly  worm,  is  formidably  equipped  against 


These  excerpts  from  a  manuscript  published  in  a  leading 
American  medical  journal  relate  to  a  subject  which  most 
physicians  would  not  have  dared  to  investigate,  let  alone 


prepare  for  publication.  The  manuscript  illustrates  vividly 
how  even  an  obscure  topic  can  be  presented  well. 

Is  it  possible  to  analyze  medical  writing  so  as  to  identify 
common  weaknesses?  Probably  not  without  dealing  with 
rather  dry,  pedantic  concepts.  The  usual  weaknesses  en- 
countered in  bad  medical  writing  are  overlong  sentences, 
insufficient  verbs,  reliance  on  the  passive  voice,  and  ex- 
cessive use  of  prepositions. 

Concerning  prepositions  and  the  passive  voice,  here  is 
an  example:  "In  a  previous  paper  concerning  neuritis  oc- 
curring after  insect  stings,  a  patient  was  described  in  whom 
papilledema  developed  in  the  left  eye  within  two  weeks 
after  being  stung  on  the  left  temple  by  a  bee."' 

By  changing  the  passive  voice  to  active,  one  can  trans- 
form the  sentence  to;  "In  a  previous  paper,  which  dis- 
cussed the  neuritis  following  insect  stings,  we  described 
a  patient  in  whose  left  eye  papilledema  developed  within 
two  weeks  after  a  bee  sting  on  the  left  temple."  While 
the  sentence  is  not  shortened  much,  four  prepositions  have 
been  eliminated  along  with  the  passive  voice,  and  the 
sentence  flows  more  smoothly.' 

Efforts  at  simplicity  and  brevity  have  taken  some  in- 
teresting turns.  During  the  1930s.  British  linguist  C.K. 
Ogden  reduced  conversational  English  to  850  basic  words 
and  called  his  system  "Basic  English.""  He  reduced  the 
vocabulary  of  nouns  to  600.  adjectives  to  150,  and  struc- 
tural words  —  verbs,  pronouns,  adverbs  —  to  100.  His 
most  remarkable  economy  of  words  occurred  by  limiting 
verbs  to  16  —  come,  go,  get,  give,  keep,  let.  make,  put, 
seem,  take,  be,  do,  have,  say,  see,  and  send,  plus  may 
and  will.  By  using  combinations  of  verbs  with  prepositions 
or  nouns,  Ogden  was  able  to  retain  clear  and  vivid  prose, 
plus  simplicity.  "Enter"  became  "go  in,"  "prepare"  be- 
came "get  ready,"  and  "hurt"  became  "give  pain." 

His  system  of  Basic  English  was  not  intended  to  sub- 
stitute for  conventional  English  in  circumstances  in  which 
persuasive  or  imaginative  uses  of  language  are  appropriate. 
The  Lord's  Prayer,  the  Psalms,  and  most  poetry  would 
likely  lose  considerable  power  if  translated  into  Basic  Eng- 
lish. 

So  would  much  scientific  prose  lose  its  power.  The 
common  thread  that  distinguishes  good  writing  includes 
simplicity  and  the  active  voice.  When  a  simple  word  can 
substitute  for  a  complicated  one,  opt  for  the  simple;  and 
keep  in  mind  that  active  statements  are  far  preferable  to 
passive  statements.  "I  investigated  several  examples  of 
good  writing"  is  certainly  better  than  "several  examples 
of  good  writing  were  investigated  by  me." 

When  we  write,  each  of  us  is  a  teacher  as  well  as  a 
student.  If  clear  communication  is  important,  then  we  have 
an  obligation  to  practice  careful  writing  and  to  insist  upon 
the  same  from  our  associates. 

For  example,  do  not  submit  a  preliminary  draft  of  a 
manuscript  to  a  colleague  for  review  until  you  have  pol- 
ished its  construction  and  given  it  your  best  effort.  When 
reviewing  a  colleague's  manuscript,  offer  suggestions  to 
achieve  clarity  and  brevity,  and  explain  why  your  changes 
seem  preferable.  As  a  journal  reviewer,  do  not  accept 
manuscripts  that  are  sloppily  written  without  requiring  their 
revision.  As  a  journal  editor,  set  clear  standards  of  ex- 
cellence for  medical  writing.  Remind  contributors  that  their 
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work  will  probably  draw  more  attention  if  it  is  presented 
well. 

Not  all  of  us  have  the  talents  of  a  science  writer,  and 
many  of  us  do  not  review  manuscripts  for  medical  journals, 
much  less  edit  them.  But  we  can  have  .standards  for  writing 
as  if  we  did! 
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herpes  labialis 


"HERPECIN-L  is  my  treatment  of  choice  for 

perioral  herpes."  GP,  NY 

"HERPECIN-L  appears  to  actually  prevent  the 
blisters  .  .  .  used  soon  enough."       ddS,  MN 

"HERPECIN-L*.  .  .  a  conservative  approach 
with  low  risi(/high  benefits."  MD,  FL 

"Used  at  prodromal  symptoms  .  .  .  blisters 
never  formed  . . .  remarkable."  DH,  MA 

"(In  clinical  trials) . . .  response  was  dramatic. 
HERPECIN-L  .  .proven  far  superior."  DDS,  PA 

"All  patients  claimed  shorter  duration  .  .  .  ...i 

prodromal    symptoms    .    .    .    HERPEC;^^-L 
averted  the  attacks."  MD  AK 


HeRpecin-a: 


OTC.  See  P.D.H.  for  information.  For  samples  to  mai<e 
your  own  clinical  evaluation,  write:  Campbell  Labohatowes. 
Inc..  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK  N  Y 
10150 


In  l<i'dtWCJif'o[ma  HERPECIN-L  is  available  at  ail  Crow?,  Ecker0, 
Kerr,  Mutual  Drug,  Revco  and  RiteAid  and  other  select  pnarmacies 


FAMILY  PRACTICE. 

A  REWARDING  EXPERIENCE  IN 

ARMY  MEDICINE. 


THE  ARMY  RESERVE  IN  THE 
SOUTHEAST  NEEDS  PHYSICIANS  WHO 
SPECIALIZE  IN  FAMILY  PRACTICE,  TO 
JOIN  AN  EXCEPTIONAL  TEAM. 

WE  UNDERSTAND  THE  DEMANDS 
ON  A  BUSY  PRACTITIONER.  SO  WE'RE 
FLEXIBLE  ABOUT  TIME,  PARTICULAR- 
LY WHEN  IT'S  TIME  YOU  WANT  TO 
SHARE  WITH  YOUR  COUNTRY. 

IN  THE  ARMY  RESERVE,  YOU'LL 
FIND  OPPORTUNITIES  THAT  ARE 
CHALLENGING  AND  VARIED.  OPPOR- 
TUNITIES TO  PARTICIPATE  IN  EX- 
CITING TRAINING  PROGRAMS  AND 
WORK  WITH  OUTSTANDING  PHYSI- 
CIANS FROM  EVERY  AREA  OF  THE 
COUNTRY  AND  TO  EXTEND  ASPECTS 
OF  YOUR  SPECIALITY.  WE  THINK  A 
FIRST  PHONE  CALL  COULD  PROVE  TO 
BE  REWARDING. 


THE  ACTIVE  ARMY  HAS  MORE 
SOLDIERS  WITH  FAMILIES  THAN  EVER 
BEFORE.  SO  WHEN  YOU  JOIN  THE  ARMY 
MEDICAL  TEAM  AS  A  FAMILY  PRACTI- 
TIONER, EXPECT  TO  SPEND  MOST  OF  YOUR 
TIME  SERVING  NOT  ONLY  SOLDIERS,  BUT 
THEIR  SPOUSES  AND  CHILDREN,  TOO. 
WHAT'S  MORE,  YOU  WON'T  HAVE  TO 
WORRY  ABOUT  THE  PAPERWORK, 
MALPRACTICE  INSURANCE  PREMIUMS,  OR 
THE  COSTS  INCURRED  IN  RUNNING  A 
PRIVATE  PRACTICE. 

WORKING  WITH  A  TEAM  OF  HIGHLY 
TRAINED  PROFESSIONALS,  YOU  CAN 
RECEIVE  ASSIGNMENTS  ALMOST 
ANYWHERE  IN  THE  U.S.  AS  WELL  AS 
OVERSEAS.  PLUS  UP  TO  30  DAYS  OF  PAID 
VACATION  AND  REASONABLE  WORK 
HOURS. 

ALL  IN  ALL,  YOUR  ARMY  FAMILY 
PRACTICE  WILL  BE  A  REWARDING 
EXPERIENCE. 


TALK  TO  YOUR  LOCAL  U.S.  ARMY  OR  ARMY  RESERVE  MEDICAL  DEPARTMENT 
COUNSELOR  FOR  MORE  INFORMATION  ON  FAMILY  PRACTICE  IN  THE  ARMY. 


ARMY  MEDICINE 

FEDERAL  OFFICE  BLDG. 

P.O.  BOX  10167 

RICHMOND,  VA  23240 

CALL  COLLECT:  (804)  771-2354 


ARMY  RESERVE  MEDICINE 

2634  CHAPEL  HILL  BLVD 

SUITE  205 

DURHAM,  NC  27707 

CALL  COLLECT:  (919)  493-1364 


ARMY.  ARMY  RESERVE.  BEAL4.YOUCANBE. 


Letters  to  the  Editor 


To  the  Managing  Editor: 

Thank  you  so  much  for  your  assistance  in  starting  the 
ball  rolling  in  my  quest  to  report  the  work  of  Sugarman 
and  Butters  (Jeremy  Sugarman  and  Ronald  R.  Butters. 
Understanding  the  Patient:  Medical  Words  the  Doctor  May 
Not  Know,  1985;46:415-7;  and  letter  to  the  editor, 
1985;46:679).  1  have  written  to  Dr.  Sugarman  for  his  per- 
mission —  and  have  sent  him  a  copy  of  the  November 
issue  of  Geriatric  &  Residential  Care  News. 

And  thank  you  so  much  for  sending  the  Journal  and  the 
latest  news  on  medical  malapropisms  and  slang.  As  I  read 
the  lists  in  complete  form,  almost  all  were  quite  familiar 
and  also  conjured  up  the  faces  and  names  of  those  who 
used  the  terms  frequently. 

You  should  also  know  that  I  am  reading  all  of  the  articles 
in  your  journal,  and  1  enjoy  them  very  much.  1  find  re- 
tirement an  "absolutely,  positively"  exciting  time  of  life. 
In  addition  to  the  newsletter,  I  translate  German  medical 
journals  for  those  who  don't  read  the  language,  write  scripts 
for  teaching  cassettes  in  several  areas,  am  writing  a  sev- 
eral-volume set  of  books  on  the  history  of  Spaniels,  and 
am  failing  miserably  in  trying  to  conquer  the  physics  and 
mathematics  necessary  to  understand  the  current  excite- 
ment over  the  origin  of  the  universe. 

Frances  Greer,  Ph.D. 

Geriatric  &  Residential  Care  News 

Editorial  Office 

P.O.  Box  938 

Del  Valle,  TX  78617 

To  the  Editor: 

I  am  delighted  with  my  article  "Horseback  Riding  in 
North  Carolina"  that  appears  in  the  November  1986  NCMJ 
(47:530-3).  I  thank  you  and  Laurel  Ferejohn  (Managing 
Editor)  for  your  encouragement  and  help. 

I  hope  that  your  medical  readers  find  it  of  assistance.  I 

shall  make  the  contacts  with  the  horse  community  for  their 

awareness  of  its  availability  through  their  physicians.  I 

shall  take  it  to  the  Haywood  Trails  Riders,  the  local  horse 

club  in  which  I  am  active,  when  I  show  the  videotape 

"Equestrian  Helmet  Safety." 

Thank  you  again  for  your  leadership  in  North  Carolina. 

Doris  Bixby  Hammett,  M.D. 

Co-Chair,  American  Medical  Equestrian  Association 

103  Surrey  Road 
Waynesville  28786 

Some  Comments  on  Dr.  Grist's  Article 

To  the  Editor: 

I  am  writing  to  protest  and  request  a  printed  apology 
for  the  editorial  published  in  the  November,  1986,  North 
Carolina  Medical  Journal,  by  Dr.  Crist,  et  al  (Sobering 
Thoughts;47:51 1).  We  are  all  entitled  to  our  opinions,  but 
for  a  diatribe  of  this  type  to  appear  as  editorial  comment 
in  a  respected  medical  journal,  which  we  as  the  members 
of  the  medical  society  pay  for,  is  an  affront  to  the  dignity 


and  the  intelligence  of  the  readers  of  this  journal. 

It  is  difficult  for  me  to  believe  that  an  article  of  this 
type  expresses  feelings  of  the  Editorial  Board  of  this  jour- 
nal, and  I  would  suggest  that  in  the  future  greater  care  be 
taken  in  publishing  opinions  of  a  small  select  group  as 
representing  the  editorial  philosophy  of  this  journal. 

D.G.  Joyce,  M.D. 

Mecklenburg  Orthopedic  Associates.  P. A. 

Suite  103  Randolph  Building 

Randolph  Medical  Park 

3535  Randolph  Road 

Chariotte  282 1 1 

To  the  Editor: 

After  reading  the  North  Carolina  Medical  Journal  ed- 
itorial titled  "Sobering  Thoughts."  I  at  first  felt  anger  and 
then  shame.  Shame  that  such  a  blatant  anti-Catholic  ca- 
cophony of  words  could  be  published  as  the  opinion  of 
the  editors  of  the  Journal  of  my  State  Medical  Society.  I 
was  under  the  impression  that  the  Journal  was  a  scientific 
publication  dedicated  to  the  exchange  of  ideas  and  the 
search  for  truth. 

This  inflammatory,  irresponsible.  Vatican  baiting  edi- 
torial written  by  Takey  Crist  et  al  does  not  warrant  the 
effort  of  refutation.  A  bigot  is  a  bigot  and  no  matter  how 
hard  one  tries,  certain  minds  remain  closed. 

I  certainly  think  the  Journal  owes  an  apology  not  only 
to  each  and  every  Catholic  among  its  readership,  but  to 
every  moral  man  and  woman.  In  addition,  unless  the  anti- 
Catholic  stance  of  your  editorial  is  the  official  policy  of 
your  publication,  a  retraction  is  mandatory. 

Stephen  J.  Naso,  Jr..  M.D. 

Mecklenburg  Surgical  Associates,  P. A. 

Hand  Surgery  and  Rehabilitation  Center 

2039  Randolph  Road 

Chariotte  29208 

To  the  Editor: 

A  fellow  physician.  Dr.  Stephen  Naso,  recently  re- 
sponded to  the  Journal's  editorial  titled  "Sobering 
Thoughts."  We  would  like  to  concur  with  Dr.  Naso's 
remarks  concerning  the  blatant  anti-Catholic  opinion  of 
the  article. 

We  certainly  feel  that  if  the  author  is  as  he  says  "ded- 
icated to  caring  for  women,"  the  caring  for  women  of 
other  opinions  and  beliefs  should  be  of  equal  importance. 
William  H.  Shaia,  M.D. P. A. 
George  L.  Raad,  M.D. 
2125  Berryhil!  Road 
Chariotte  28208 

To  the  Editor: 

I  am  disappointed  with  the  editorial.  "Sobering 
Thoughts,"  in  the  November  Jounia/.  I  came  away  from 
reading  it  with  a  bad  taste  in  my  mouth.  Most  definitely 
there  are  anti-Catholic  overtones  present.  The  authors  are 
no  better  than  those  they  chastize  with  their  dictatorial  and 
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angry  statement  that  "we  must  rid  our  government  of  those 

The  viewpoints  expressed  in  the  editorial  are  as  one-sided 
as  the  factions  they  criticize.  1  consider  "Sobering 
Thoughts"  an  affront  to  the  intelligence  of  the  Journars 
readers.  The  authors  should  have  kept  their  biases  and 
bigotry  to  themselves. 

Frederick  J.  Bachl.  M.D. 

Salisbury  Children's  Clinic,  P. A. 

720  Grove  St. 

Sahsbury  28144 

To  the  Editor: 

1  have  been  a  member  of  the  N.C.  Medical  Society  and 
a  reader  of  its  Journal  since  my  arrival  in  this  wonderful 
state  in  1970.  I  have  never  read  a  more  thoroughly  political 
nor  blatantly  bigoted  editorial  than  the  one  (by  Crist,  et 
al)  found  on  page  51 1  of  the  November  1986  issue. 

In  an  otherwise  fine  publication  I  object  to  its  inclusion 
and  don't  understand  what  you  hoped  to  accomplish  in 
printing  such  inflammatory,  one-sided  opinion.  By  stim- 
ulating temper  you  inhibit  reason  and  so  become  part  of 
the  problem.  Will  you  now  bring  balance  to  the  argument 
by  permitting  an  opposing  view  to  be  published? 

Philip  Palmer  Smith,  M.D. 
1810  Azalea  Drive 
Wilmington  28403 
To  the  Editor: 

As  Bishop  of  the  Roman  Catholic  Diocese  of  Charlotte, 
1  am  appalled  by  the  apparent  anti-Catholicism  of  the  ed- 
itorial, "Sobering  Thoughts,"  in  the  November  issue  of 
the  Norlh  Carolina  Medical  Journal.  The  fact  that  it  ap- 
peared as  an  editorial  and  not  as  a  letter  to  the  editor,  or 
as  an  expression  of  the  opinion  of  the  authors,  leads  me 
to  question  whether  it  does,  in  fact,  represent  the  official 
position  of  the  North  Carolina  Medical  Society.  I  trust  that 
it  does  not. 

1  am  disturbed  that  the  authors  of  the  editorial  used  a 
matter  completely  unrelated  to  the  Catholic  Church  as  a 
springboard  for  an  attack  on  the  Church.  Neither  G.D. 
Searie,  Inc.,  nor  Ortho  Pharmaceutical  ever  has  said  that 
the  decision  to  remove  their  intrauterine  devices  from  the 
market  was  made  for  other  than  economic  reasons.  Both 
firms  said  they  removed  the  devices  from  the  market  be- 
cause they  were  faced  with  millions  of  dollars  in  lawsuits 
because  of  the  adverse  publicity  about  the  dangers  of  other 
lUDs.  There  never  was  any  question  of  pressure  from  the 
Church,  the  administration  or  the  "extreme  right  wing 
politicians." 

Yet,  the  authors  of  the  editorial  use  the  withdrawal  of 
these  devices  as  an  excuse  for  accusing  the  Church  of  a 
complete  laundry  list  of  what  they  perceive  as  offenses. 
Some  of  these,  I  might  point  out,  are  in  direct  opposition 
to  the  positions  taken  by  the  National  Conference  of  Cath- 
olic Bishops. 

I  will  have  to  take  the  word  of  the  authors  that  some 
associates  and  aides  of  Sen.  Jesse  Helms  are  Catholics, 
but  the  Church  never  has  attempted  to  dictate  to  its  mem- 
bers what  political  stands  they  should  take.  Some  of  the 
strongest  opposition  to  Senator  Helms  and  his  positions 
has  come  from  Catholic  members  of  the  Senate. 

As  for  "hidden"  Vatican  financial  contributions  to  Sen- 


ator Helms,  it  is  illegal  for  candidates  for  federal  office 
to  accept  such  campaign  funds.  If  the  authors  of  the  edi- 
torial have  knowledge  of  such  unreported  contributions, 
it  is  their  duty  to  call  such  violations  to  the  attention  of 
the  proper  authorities.  1  am  sure  that  some  individual  Cath- 
olics have  made  campaign  contributions  to  Senator  Helms, 
but  that  is  their  right,  as  American  citizens. 

1  look  forward  to  seeing  in  a  future  edition  of  the  North 
Carolina  Medical  Journal  a  clarification  of  the  position 
of  both  the  journal  and  the  North  Carolina  Medical  Society 
regarding  the  Catholic  Church. 

Most  Reverend  John  F.  Donoghue 

Bishop  of  Charlotte 

P.O.  Box  36776 

Chariotte  28236 

To  the  Editor: 

Your  permission  of  Dr.  Crist's  "editorial"  labeled 
"Sobering  Thoughts"  in  the  November  issue  of  the  Norih 
Carolina  Medical  Journal  is  surprising.  This  editorial  blas- 
phemes Jesse  Helms,  our  state  senator,  the  Vatican,  and 
the  Catholic  Church. 

Dr.  Crist's,  et  al,  views  certainly  should  not  represent 
the  editorial  opinion  of  our  North  Carolina  Medical  Society 
as  represented  by  the  North  Carolina  Medical  Journal. 
The  article  is  offensive  to  me  as  a  physician  who  happens 
to  be  a  Catholic. 

Is  there  any  explanation? 

Martin  J.  Kreshon,  M.D.,  P. A. 

Charlotte  Eye  Ear  Nose  &  Throat  Associates 

1600  East  Third  Street 

Charlotte  28204-3282 

Response  from  Drs.  Crist  et  al 

The  main  issue  we  presented  in  our  editorial,  "Sobering 
Thoughts,"  is  this:  Should  the  reproductive  health  care 
policy  in  the  state  of  North  Carolina  be  determined  by  the 
Vatican  or  by  the  people  of  North  Carolina? 

On  August  27,  1986,  the  San  Francisco  Chronicle  pub- 
lished an  article  by  Catholic  theologian  Daniel  Maguire 
of  Marquette  University  in  which  he  states:  "The  Vatican 
has  taken  poorly  to  this  loss  of  power  and  is  struggling  to 
regain  it.  Sexual  and  reproductive  ethics  is  the  chosen 
ground  for  that  struggle.  It  need  not  have  been  so.  The 
pelvic  zone  is  not  the  focus  of  biblical  morality  and  reli- 
gion. In  Galileo's  time,  the  chosen  ground  was  physics 
and  astronomy,  but  the  issue  was  the  same:  power."  Papal 
power. 

Professor  Maguire  further  states:  "(Catholic)  Hierar- 
chical lobbies  affect  legislation  on  reproductive  rights  and 
other  matters.  It  is  naive  to  underestimate  the  potential  for 
good  or  ill  that  lies  in  religious  bodies  of  that  magnitude. 
Journalistic  interest  and  civic  concern  are  well  warranted." 
We  agree.  We  feel  that  the  medical  profession  should  be 
deeply  concerned.  It  is  this  manipulation  of  our  legislative 
process  by  the  Vatican  that  Dr.  Maguire  speaks  of  that  we 
find  objectionable. 

Our  editorial  presents  some  of  the  realities  of  the  Vat- 
ican's holy  war  against  family  planning,  the  existence  of 
which  is  beyond  refute.  Extraordinary  documentation  of 
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this  struggle  is  presented  in  Dr.  Stephen  Mumford's  latest 
book.  The  Pope  and  the  New  Apocalypse,  cited  in  the 
editorial. 

In  their  letters.  Smith,  Naso  and  Joyce  say  nothing  of 
the  issues  or  these  realities.  Instead,  their  letters  offer 
nothing  but  vicious  personal  attacks  against  us  and  the 
Editor  of  the  Journal.  Webster's  dictionary  defines  ■■bigot" 
as.  "One  obstinately  or  intolerantly  devoted  to  his  own 
church,  party,  belief  or  opinion."  We  leave  it  to  the  reader 
to  decide  which  writings  are  bigoted. 

We  believe  that  their  letters  are  simply  crude  attempts 
to  halt  discussion  among  North  Carolina  physicians  of 
these  serious  issues  which  clearly  threaten  reproductive 
health  care  in  this  state.  These  letters  employ  the  tactic  of 
psychic  terrorism  directed  at  all  readers.  They  seek  to 
terrorize  physicians  so  they  dare  not  look  critically  at  Cath- 
olic Church  positions  in  American  and  world  affairs  that 
the  Vatican  prefers  go  unexamined  and  unchallenged.  It 
remains  all  that,  if  they  do,  they  are  under  the  threat  of 
being  branded  as  anti-Catholic.  We  are  confident  that  our 
fellow  physicians  will  not  be  intimidated. 

Perhaps  the  time  has  come  for  North  Carolina  physicians 
to  collectively  take  a  position  on  such  Vatican  interference 
in  their  delivery  of  reproductive  health  care.  A  survey  of 
North  Carolina  physicians'  attitudes  toward  these  issues 
would  be  a  reasonable  next  step. 

Takey  Crist,  M.D..  F.A.C.O.G.,  F.A.C.S. 

Paul  F.  Williams,  M.D.,  F.A.C.O.G. 

M.R.  Barnes,  M.D.,  F.A.F.P. 

H.  William  O'Neil,  M.D.,  F.A.C.O.G. 

Crist  Clinic  for  Women 

200  Memorial  Dr. 

Jacksonville  28540 

Response  from  the  Editor: 

As  noted  on  page  one  of  each  issue  of  the  North  Carolina 
Medical  Journal,  the  North  Carolina  Medical  Society  is 
not  considered  as  endorsing  the  opinions  advanced  by  au- 
thors. The  person  or  persons  signing  the  paper  are  the 
responsible  parties. 

The  editor  considers  the  editorial  columns  open  to  those 
with  convictions  and  strong  opinions.  Editorial  comments 
do  not  require  the  factual  underpinnings  needed  for  sci- 
entific papers. 

The  authors  of  the  above  letters  make  clear  that  they 
disagree  with  the  editorial.  Most  of  our  correspondents  do 
not  give  information  which  allows  one  to  balance  their 
views  against  those  of  Crist  and  his  co-authors. 

The  editorial  columns  of  the  journal  are  open  to  all  who 
have  something  to  say  and  can  write  interpretable  English. 
I  hope  each  of  you  with  strong  opinions  and  convictions 
will  send  material  to  the  journal. 

Eugene  A.  Stead,  Jr.,  M.D. 

To  the  Editor: 

The  article  by  Crist,  Williams,  Barnes  and  O'Neil  has 
created  significant  objection  by  some  members  of  the  Med- 
ical Society.  When  one  makes  strong  statements  about 
politics  and/or  religion  one  may  expect  equal  and  opposite 
rebuttal. 

Yet  Crist,  et  al  are  members  of  the  Society  and  as  such 
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have  a  right  to  express  themselves  on  controversial  issues 
of  interest  to  the  Society  at  large.  They  have  expressed 
themselves  strongly  and  not  with  complete  accuracy  (since 
Tom  Ellis  is  not  Catholic  —  he  told  me  so  himselO. 

The  Editor  has  recognized  the  issues  in  medical  practice 
and  chose  to  publish  the  article.  To  do  otherwise  would 
have  constituted  censorship.  I  agree  with  him. 

Any  apology  for  this  article  should  come  from  the  au- 
thors and  obviously  not  from  the  Editor.  I  suggest  that  all 
readers  refer  to  the  masthead  which  quotes  the  constitution 
of  the  Society  in  regard  to  contents  of  the  Journal. 

Charles  W.  Styron,  M.D. 

Chairman,  Editorial  Board 

North  Carolina  Medical  Journal 

615  St.  Mary's  Street 

Raleigh  27605 

To  Dr.  Styron: 

Although  neither  you  nor  Dr.  Stead  has  asked  for  it, 
here  is  my  opinion  about  the  letters  on  the  Crist  et  al 
editorial.  Louis  Shaffner  heard  me  on  the  subject  over  the 
phone  and  holds  similar  opinions;  my  letter  is  serving  for 
both  of  us  since  1  have  a  secretary  and  he  does  not  at  the 
moment. 

Briefly,  my  reaction  is  "If  the  shoe  fits,  wear  it."  If 
Drs.  Naso  and  Joyce  find  ertors  of  fact  in  the  editorial 
they  should  tell  us.  Drs.  Crist  and  coauthors  are  cleariy 
identified  and  the  masthead  says  that  their  opinions  are 
not  necessarily  those  of  the  Society.  Louis  points  out  that 
this  statement  comes  from  our  constitution  and  does  not 
cleariy  include  editorials,  though  neither  of  us  sees  why 
it  should  not.  The  Pope  and  other  Roman  Catholics  are 
not  shy  about  stating  their  opinions  and  I  am  sure  that  we 
will  hear  from  those  of  that  persuasion,  and  from  like- 
thinking  Protestants,  on  this  subject.  Short  of  another  gun- 
related  piece  I  can  think  of  little  which  would  provoke 
more  effusion  from  our  readership. 

Robert  W.  Prichard,  M.D. 

The  Bowman  Gray  School  of  Medicine 

Department  of  Pathology 

300  South  Hawthorne  Road 

Winston-Salem  27103 

To  the  Editor: 

Drs.  Crist,  Williams,  Barnes,  and  O'Neil  are  to  be  com- 
mended for  their  excellent  editorial  "Sobering  Thoughts" 
in  the  November  '86  issue  of  the  North  Carolina  Medical 
Journal.  The  editorial  had  an  important  message  and  was 
cortect  as  far  as  it  went. 

Despite  the  opinions  of  some  bigoted  religious  institu- 
tions, rights  are  not  absolute  and  total.  A  person's  right 
to  reproduce  must  be  balanced  against  the  rights  of  society 
to  avoid  the  misery  and  suffering  inevitably  associated  with 
severe  overpopulation. 

It  is  only  by  having  free  and  open  discussion  of  serious 
issues  that  we  can  maintain  our  democracy.  It  took  courage 
for  Drs.  Crist  et  al  to  write  the  editorial  and  for  the  NCMJ 
to  publish  it. 

Albert  D.  Warshauer,  M.D. 

1608  East  Fifth  Street 

Greenville  27834 
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HISTORY  OF  CAROLINA 
DOCTORS  CARE 

As  hospitals,  private  industry,  government  and  insur- 
ance organizations  with  their  control  of  capital  have  gained 
increasing  influence  over  health  care  policy  decisions, 
physicians  have  found  themselves  with  less  and  less  in- 
fluence over  their  professional  lives.  They  have  become 
increasingly  concerned  with  the  implied  threat  to  their 
freedom  to  discharge  their  responsibility  to  ensure  quality 
patient  care. 

The  NCMS  Executive  Committee  in  1985  appointed  a 
task  force  to  recommend  ways  the  NCMS  could  assist  its 
members  in  regaining  a  voice  in  the  medical  decision- 
making process.  After  careful  review  and  analysis,  the 
task  force  recommended  that  the  NCMS  sponsor  a  state- 
wide PPO.  In  May  1986  the  House  of  Delegates  over- 
whelmingly approved  the  concept.  NCMS  officers  were 
charged  with  appointing  a  Board  of  Directors  and  provid- 
ing startup  funding. 

In  June  1986  Carolina  Doctors  Care  was  incorporated 
as  a  for-profit  corporation  and  in  August  1986  its  first 
subsidiary,  Carolina  Doctors  Care  PPO  (CDC),  was  in- 
corporated. Committees  were  established  in  finance,  re- 
cruitment, utilization  management,  marketing,  credential- 
ing  and  networking.  A  stock  offering  was  initiated  through 
Blarron  Group,  Inc.  of  Raleigh  to  finance  the  company 
long  term. 

RAISON  D'ETRE 

Practicing  physicians  everywhere  must  seriously  ad- 
dress the  implications  of  a  changing  health  care  environ- 
ment. Prepaid  plans  are  moving  rapidly  into  North  Car- 
olina. Ultimately,  each  one  of  us  will  be  faced  with  a 
decision  to  sign  contracts  or  lose  patients.  Carolina  Doctors 
Care  PPO,  Inc.  offers  us  a  physician-sponsored,  owned 
and  regulated  alternative. 

The  ideal  way  to  practice  medicine  in  the  American  free 
enterprise  system  is  still  the  time-tested  fee-for-service 
system.  Through  our  PPO,  this  system  can  be  preserved. 

A  major  thrust  of  CDC  will  be  to  unify  physicians  so 
that:  (a)  they  are  less  easily  exploited  by  reimbursers,  (b) 
their  negotiating  leverage  is  strength- 
ened, and  (c)  their  professional  decisions 
about  quality  care  will  not  be  superseded 
by  business  decisions. 

No  managed  health  care  plan  can 
function  without  physicians.  As  a 
profession,  we  must  recognize  our 
strength  and  position  ourselves  to  influ- 
ence the  future  of  North  Carolina  med- 
icine. CDC  offers  these  opportunities. 

There  will   always  be  change.   Our 


DOCTORSI 


The  Preferred  Medical  Network. 


Carolina  Doctors  Care 

P.O.  Box  27987 

Raleigh,  North  Carolina  27611 


challenge  is  to  manage  change  so  that  our  professional  , 
standards  are  not  submerged  in  a  commercial  scramble  for 
profits.  CDC.  with  your  help,  accepts  this  challenge. 

LOGO 

The  logo,  "Carolina  Doctors  Care."  was  conceived  by 
two  NCMS  Auxilians.  Notice  that  the  State  image  is  su- 
perimposed on  the  background  word  CARE,  suggesting 
that  we  are  a  statewide  organization.  The  word  CARE 
serves  both  as  a  noun  —  the  name  of  a  corporation  —  and 
a  verb  —  expressing  a  poignant  message  from  physicians 
to  the  public:  Carolina  Doctors  Care,  and  we  do! 

WHAT  IS  A  PPO? 

A  preferred  provider  organization  (PPO)  provides  qual- 
ity health  care  at  reasonable  rates.  It  is  a  partnership  be- 
tween physicians  and  businesses  to  contain  rising  health 
care  costs.  Physicians  agree  to  accept  a  negotiated  fee  for 
specific  services  and  to  comply  with  ongoing  utilization 
review.  In  exchange,  employers  provide  economic  incen- 
tives to  their  employees  to  use  PPO  physicians. 

Your  PPO  is  not  an  insurance  plan.  Employers  remain 
self-funded  or  retain  their  existing  insurance  carriers,  and 
because  current  benefit  plans  are  maintained,  fee-for  serv- 
ice compensation  is  preserved. 

FEE  SURVEYS  SENT  OUT 

On  October  24,  1986,  a  confidential  physician  fee  sur- 
vey was  sent  out  to  all  NCMS  members.  Please  return  the 
completed  surveys  to  our  consultants,  Deloitte  Haskins  & 
Sells.  2100  Southern  National  Center.  Charlotte  28202  as 
soon  as  possible.  If  you  did  not  receive  a  confidential  fee 
survey  or  if  you  have  any  questions,  please  call  Carolina 
Doctors  Care  at  1/800/331-2877  or  919/828-1789. 

PPO  PRESENTATIONS 

Presentations  on  our  PPO  are  being  given  throughout 
the  state  to  inform  physicians  about  the  organization  and 
its  potential  and  purpose.  If  you'd  like  to  set  one  up  in 
your  area  call  Carolina  Doctors  Care. 

Become  a  participating  physician  in 
the  Carolina  Doctors  Care  PPO.  This  is 
your  organization,  sponsored  by  your 
North  Carolina  Medical  Society  to  assist 
you  in  fulfilling  your  professional  re- 
sponsibility by  assuring  physician  input 
into  health  care  policy  decisions  and  the 
reallocation  of  the  dollars  saved  by  high- 
quality  cost  effective  health  care  deliv- 
ery by  patients,  employers  and  physi- 
cians. 


48 


Vol.  48,  No.  1 


Bulletin  Board 


New  Members 


Dale  Nolan  Lawrence  (IM).  Center  for  Disease  Control   Atlanta 
Ga  30333 

Alamance-Caswell 

Mohammad  Amjad  Bhatti  (GS).  719  Hermitage  Rd  .  Burlington 
27215 

Buncombe 

Richard  Austin  Steele  (IM),  Carolina  Cardiology,  inc    Ashville 
28801 

Cleveland 

Gregory  Alan  Stidham  (FP),  1 198  Wyke  Rd,,  Shelby  28150 

Cumberland 

James  Richard  Zinser  (FP),   1652  Greenock  Ave.,  Fayetteville 
28304 

Durham-Orange 

Lisa  Kay  Alverson  (STUDENT),  375-A  Umstead  Dr     Chapel 

Hill  27514 
Jennifer  Jean  Jeffries  (STUDENT),  2877  Hospital  South   DUMC 

Durham  27710 
Philip  Wade  Ponder  (STUDENT),    1   Cedar  Village    Mann's 

Chapel,  Chapel  Hill  27514 
Mark  Chnstian  Weissler  (OTO),  610  Bumett-Womack  Bldg. 

229H,  UNC  School  of  Medicine.  Chapel  Hill  27514 

Forsyth-Stokes-Davie 

Nelson  Den  Seen  (STUDENT),  1641-S  Northwest  Blvd     Win- 
ston-Salem 27104 

Greensboro  Society  of  Medicine 

Veita  Joyce  Bland  (FP),  1012  Homeland  Ave.,  Greensboro  27405 
Donald  Scott  Murinson  (HEM),  1 5 1 1  Westover  Terrace  Greens- 
boro 27401 

Mecklenburg 

Audrey  West  Shields  (IM).  PO  Box  1570,  Davidson  28036 
Pitt 

Roy  Douglas  Barrow  (STUDENT).  2-J  Courtney  Square  Green- 
ville 27858 

Mark  Edward  Beamer  (STUDENT),  1 19  Fletcher  PI. .  Greenville 
27834 

Michael  Aldred  Blackwell  (STUDENT),  1 14-D  River  Bluff  Rd 
Greenville  27834 

Lynette  Bryant  (STUDENT).  PO  Box  7069,  Greenville  27835 

Vernon  Dale  Byrd  (STUDENT),  1015-B  Westover  Dr    Green- 
ville 27834 

Mathew  Paul  Chamberlain  (STUDENT),  136  Forest  Acres  Dr 
Greenville  27834 

Aaron  Rodney  Gotten  (STUDENT),   I08-B  Cedar  Court 
Greenville27858 

James  Boyer  Ebert,  Jr.  (STUDENT),  #4  Carriage  House  Green- 
ville 27834 

William  Christopher  Evatt  (STUDENT).  106  Scales  Place,  B-1 
University  Medical  Pk.,  Greenville  27834 

Sandra  Freeman  (STUDENT),  411   E.  Fourth  St.,  Greenville 
27834 
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Sara  MarcellaFurr  (STUDENT).  2521  Memorial  Dr    Greenville 

27834 

John   Martin  Giblin  (STUDENT).   F-2   Doctor's   Park   Apts 
Greenville  27834 

Frances  Crawford  Greason  (STUDENT).  106  Scales  PI     M-2 
Greenville  27834 

Gladys  Regina  Gregory  (STUDENT).  L-13  Doctor's  Park  Ants 
Greenville  27834 

Stephanie  Deal  Griffin  (STUDENT).  Rt.  1.  Box  260   Maccles- 
field 27852 

Allan  Braziel  Hatch  (STUDENT),    127  Avery  St      Apt    #3 
Greenville  26834 

Cathy  Lynn  Henderson  (STUDENT),  110  C5  Kingston  Circle 
Greenville  27834 

Ley  Inez  Imboden  (STUDENT),  217  E.  Woodstock  Dr    Green- 
ville 27834 

Thomas  Duane  Johnson  (STUDENT).  Doctor's  Park  Apts     D- 
6.  Greenville  27834 

David  Ray  Jones  (STUDENT).  1046  E.  Rock  Spring  Rd    Green- 
ville 27834 

Kevin  John  Kurtz  (STUDENT).  2903-D  Cedar  Creek  Dr    Green- 
ville 27834 

Mark  Kind  La  Vigne  (STUDENT).  Doctor's  Park  Apts    J-^ 
Greenville  27834 

Martha  Hope  Lee  (STUDENT),  Apt  R-7,  Doctor's  Park  Green- 
ville 27834 

Mitchell  Douglas  Lee  (STUDENT).  611  E.   11th  St     Apt    E 
Greenville  27858 

Tor  Martin  Ljung  (STUDENT).  PO  Box  788.  Winterville  28590 

Deborah  Louise  London  (STUDENT).  508  Circle  Dr     Green- 
ville 27834 

William  Michael  Mahaffey  (STUDENT),  E-8  Doctor's  Park  Apts 
Greenville  27834 

William  Glenn  Masius  (STUDENT),  107  N.  Oak  St     Apt   #4 
Greenville  27858 

Alfred  Thomas  May,  III  (STUDENT),  25-G  Courtney  Square 
Greenville  27858 

Kathy  Diane  Mayo  (STUDENT),  T-5  Doctor's  Park  Apts.  Green- 
ville 27834 

Charles  Kenneth  Mitchell,  Jr.  (STUDENT),  1400  Hooker  Rd.. 
Apt.  E.  Greenville  27834 

Leslie  Wiley  Nifong  (STUDENT).  310  Hidden  Branches  Close 
Winterville  28590 

Eva  Mann  O'Neal  (STUDENT).  1 924  White  Hollow  Dr    Green- 
ville 27858 

William  Beaty  Parks.  Ill  (STUDENT).  205-B  Lindbeth  Dr 
Greenville  27834 

Doris  Catherine  Pate  (STUDENT).  Medical  Oaks  Apts    #C-'' 
Greenville  27834 

VijeshKanchanlalPatel  (STUDENT).  108  Steward  Lane  Green- 
ville 27834 

Billy  Lee  Price.  Jr  (STUDENT).  C-6  Sheraton  Village.  Green- 
ville 27834 

Dellmer  Bemheim  Seitter.  Ill  (STUDENT).  201  Pineridge  Dr 
Greenville  27834 

Patrick  William  Slater.  II  (STUDENT),  Rt.  L.  Box  379    Prin- 
ceton 27569 

James  David  Smith  (STUDENT),  25-G  Courtney  Square  Green- 
ville 27858 

Suzanne  Patricia  Stariing  (STUDENT).  Rt.  #2,  Box  344   Win- 
terville 28590 
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Timothy  Alexander  Tolson  (STUDENT).  200  W.  8th  St  ,  Apt. 

5  D.  Greenville  27858 
Dennis  Young-Chi  Wen  (STUDENT),  Doctor's  Park  Apts.  L- 

13.  Greenville  27834 
William  James  Wiggs.   Jr.   (STUDENT).   201    Pineridge  Dr.. 

Greenville  27834" 


Continuing  Medical 
Education 


Please  note:  The  Continuing  Medical  Education  Programs  at  Bowman 
Gray.  Duke.  East  Carolina  (ECU)  and  UNC  Schools  of  Medicine.  Dor- 
othea Dix.  and  Burroughs  Wellcome  Company  are  accredited  by  the 
Amencan  Medical  Association.  Therefore  CME  programs  sponsored  or 
cosponsored  by  these  schools  automatically  qualify  for  AMA  Category 
I  credit  toward  the  AMA's  Physician  Recognition  Award,  and  for  North 
Carolina  Medical  Society  Category  A  credit.  Where  AAFP  credit  has 
been  obtained,  this  also  is  indicated. 

IN  STATE 

January  21 

GI  Update:  Cancer  Surveillance  and  the  Role  of  Biopsy  in  Gastrointestinal 
Diseases  (Gil 
Place:      Greenville 
Fee:         $55 

Credit:     7  hours  Category  I  AMA 

Info:        The  Office  of  CME.  ECU  School  of  Medicine.  Box  7224. 
Greenville  27835-7224.  919/758-5200.  ext  208 

February  11 

The  Psychiatric  Aspects  of  Life  Threatening  Illness 
Place:      Greenville 
Fee:         $30 

Credit:     3.5  hours  Category  I  AMA 

Info:        The  Office  of  CME.  ECU  School  of  Medicine.  Box  7224. 
Greenville  27835-7224.  919/758-5200.  ext  208 

February  20 

Pediatrics  Day  1987 
Place:  Greenville 
Fee:         $55 

Credit:     6  hours  Category  1  AMA 

Info:        The  Office  of  CME.  ECU  School  of  Medicine.  Box  7224. 
Greenville  27835-7224.  919/758-5200.  ext  208 

March  S-12 

Review  of  Clinical  Chemistry  for  Practicing  Pathologists  &  Clinical 
Chemists 

Place:  Greenville 
Fee:         $315 

Credit:     40  hours  Category  I  AMA 

Info:        The  Office  of  CME.  ECU  School  of  Medicine,  Box  7224. 
Greenville  27835-7224.  919/758-5200.  ext  28 

March  11 

Family  Practice  Update  '87 
Place:      Greenville 
Fee:         $55 

Credit:     7  hours  Category  1  AMA 

Info:        The  Office  of  CME.  ECU  School  of  Medicine.  Box  7224. 
Greenville  27835-7224.  919/758-5200.  ext  208 

March  21 

Eighth  Annual  Pulmonary  Disease  Update 
Place:      Greenville 


April  3 

Rehabilitation  Medicine:  Head  Injuries 
Place:      Greenville 
Credit:     7  hours  Category  I  AMA 

Info:        Office  of  CME.  ECU  School  of  Medicine.  P.O.  Box  7224. 
Greenville  27835-7224.  919/758-5200.  ext  208 

April  3-5 

Sixth  Annual  Ultrasound  Symposium 
Place:      Greensboro 
Credit:     16  hours  Category  I  AMA 

Info:        Sharon  Hughes.  President.  NC  Ultrasound  Society.  919/748- 
4505 

April  9 

North  Carolina  Clinical  Neuro-Ophthalmology  Review 

Place:      Chapel  Hill 

Info:        Baird  S.  Crimson.  M.D..  Dept  of  Ophthalmology.  University 

of  North  Carolina.  617  Clinical  Science  BIdg.  229H.  Chapel 

Hill  27514.  919/966-5296 

April  10 

Plasma  Cell  Myeloma  and  Related  Diseases 

Place:      Durham 

Credit:     6  hours  Category  I  AMA 

Fee:         $75 

Info:        Myeloma  Symposium,  Box  3096  DUMC.  Durham  27710 

April  10-11 

Advanced  Cardiac  Life  Support  Provider  Course 
Place:      Asheville 
Credit:     16  hours  Category  I  AMA 
Fee:         $200 

Info:        Daniel  L.  Dolan.  M.D..  MAHEC.  501  Biltmore  Ave..  Ashe- 
ville 28801-4686.  704/258-0881 

April  22 

Neonatal  Emergencies:  Recognition  and  Treatment 
Place:      Greenville 
Credit:     6  hours  Category  I  AMA 
Fee:         $55 

Info:        Office  of  CME.  ECU  School  of  Medicine.  P.O.  Box  7224. 
Greenville  27835-7224.  919/758-5200.  ext  208 


Nursing 

Exccpl  where  ottierwise  noted,  eonlaci  Nellie  Wilbum,  CPS.  OfHcc  ol  Conlinuing  Educalio 
Univers.ly  of  North  Carolina.  Chapel  Hill  :75I4   919/966-3638, 


January  13  -  April  21 

Comprehensive  Gerontological  Nursing 

Place:      Greenville 

Credit:     2  Graduate;  3  CEUs 

Fee;         $3 

January  16  -  May  15 

Child  and  Adolescent  Nurse:  Caring  for  the  III  Child 
Place;      Chapel  Hill 
Credit;     3.97  CEUs 
Fee:         $270 

January  20 

Rehabilitating  Nursing:  Integration  with  Therapy  (AREN  video  confer- 
ence) 

Place:      Durham 

Info:        Prof.  Robert  Bartlett.  Dept  of  Physical  Therapy.  Box  3965 
DUMC,  Durham  27710.  919/684-2550 


Fee;         $55 

Credit;     6.5  hours  Category  1  AMA 

February  12-13 

Info:        The  Office  of  CME.  ECU  School  of  Medicine.  Box  7224. 

Communication  Skills  for  the  Nurse  Manager 

Greenville  27835-7224.  919/758-5200.  ext  208 

Place:      Chapel  Hill 
Credit:     1.32  CEUs 

March  26-27 

Fee:         $150 

Growth  Control  and  Cancer;  Molecular  Approaches  and  Clinical  Impli- 

cations 

February  19-20 

Place;      Chapel  Hill 

Human  Response  to  AIDS  —  Coping  and  Caring 

Info;        Dianne  Shaw.  Lineberger  Cancer  Research  Center,  School  of 

Place:      Chapel  Hill 

Medicine,  University  of  North  Carolina.  Chapel  Hill  27514. 

Credit:     1.32  CEUs 

919/966-3036 

Fee:         $70 
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February  20-21 

Writing  and  Publishing 
Place:      Chapel  Hill 
Credit:     2,04  CEUs 
Fee:         $180 


OUT  OF  STATE 


Place 
Credit: 
Fee: 
Info: 


Fee 

Credit 

Info: 


Fee: 

Credit 

Info: 


January  19-23 

Diagnostic  Radiology  Seminars 
Ixtapa,  Mexico 
22  hours  Category  1  AMA 
$495 

Radiology  Postgraduate  Education,  University  of  California, 
Room  C324,  Third  &  Parnassus  Ave. ,  San  Francisco  CA  94143- 
0628,  415/476-5731 

January  26-29 

Alton  D,  Brashear  Postgraduate  Course  in  Head  &  Neck  Anatomy 
Place:      Richmond,  VA 

$225-5375 

40  hours  AGD,  AAGP 

Hugo  R.  Seibel,  M.D.,  Dept.  of  Anatomy,  Box  709.  Medical 

College  of  Virginia,  Richmond,  VA  23298 

January  29-31 

Cardiology  '87:  Controversies  in  Therapy 
Place:      San  Diego,  CA 
Credit:     18  hours  Category  1  AMA 
Fee:         $275,  $200  nurses 

Info:        Nomi  Feldman,   Conference  Coordinator,   3770  Tansy    San 
Diego,  CA  92121.  619/453-6222 

January  30  -  February  1 

Sixth  Annual  Perspectives  on  New  Diagnostic  and  Therapeutic  Tech- 
niques in  Clinical  Cardiology 
Place:      Lake  Buena  Vista,  FL 

$315  ACC  members;  $380  non-members 

14,5  hours  Category  I  AMA:  AAFP 

Extramural  Programs  Dept.,  American  College  of  Cardiology 

9111  Old  Georgetown  Rd,,  Bethesda,  MD  20814    301/897- 

5400,  ext.  226;  800/253-INFO 

February  1-6 

Diagnostic  Radiology  Seminars 

Place:      Aspen,  CO 

Credit;     26  hours  Category  1  AMA 

Fee:         $495 

Info:        415/476-5808 

February  2-4 

Anatomic  Basis  for  New  Cardiac  Imaging  Techniques 
Place:      Bethesda,  MD 

$415  ACC  members;  $465  non-members 

17.5  hours  Category  1  AMA 

Heart  House  Learning  Center,  American  College  of  Cardiology 

9111  Old  Georgetown  Rd  .  Bethesda,  MD  20814    301/897- 

5400;  800/253-INFO 

February  3-8 

16th  Annual  Pediatric  Postgraduate  Course 
™"-~       Palm  Springs,  CA 

18  hours  Category  I  AMA 

Ann  I   Boehme.  Schneider  Children's  Hospital  of  Long  Island 

Jewish  Medical  Center,  New  Hyde  Park,  NY  1 1042.  718/470- 

8650 

February  10-13 

Cardiopulmonary  Rehabilitation:  Status  '87 
Place:      Oriando,  FL 

$275;  $175  Nurse,  Therapist,  Allied  Health  Professional 

19.5  hours  Category  1  AMA 

Kathy  Liebhauser,  Division  of  CME,   1938  West  University 

Ave.,  Gainesville,  FL  32603.  904/392-1701 


Fee: 

Credit, 

Info: 


Place 
Credit 
Info: 


Fee 

Credit: 

Info: 


February  20-21 

Flexible  Fiberoptic  Sigmoidoscopy 
Place:      Augusta,  GA 

Info:        Division  of  CME.  Medical  College  of  Georgia,  Augusta,  GA 
30912-6450.  404/828-3967 

January  1987,  NCMJ 


Credit 

Fee: 

Info: 


Credit 

Fee: 

Info: 


February  21-28 

Duke  at  Vail:  Symposium  on  Inflammatory  Diseases 
Place:      Vail,  CO 

20  hours  Category  1  AMA 

$350;  $250  Residents  and  Interns 

Angelika  Langen,  Box  3135  DUMC,  Durham  27710  919/684- 

2504 

February  22-25 

Rheumatology  at  Snowshoe 
Place;      Snowshoe,  WV 

1 5  hours  Category  1  AMA 

$225 

Office  of  CME.  West  Virginia  University  School  of  Medicine. 

G-104  Basic  Sciences  Bldg..  Morgantown.  WV  26506.  304/ 

February  22-27 

Diagnostic  Imaging:  Update  1987 

Place:      Park  City,  UT 

Credit;     24.5  hours  Category  I  AMA 

Fee:         $495 

Info;        415/476-5808 

February  23-28 

6th  Annual  West  Coast  Symposium  in  Doppler  Ultrasound 

Place;      Newport  Beach,  CA 

30  hours  Category  I  AMA 

Lisa  Krehbiel,  Institute  for  Medical  Studies,  30131  Town  Cen- 
ter Dr.,  Sle  215,  Laguna  Niguel.  CA  92677.  714/495-4499 

February  23-28 

Symposium  in  Doppler  &  2-D  Echocardiography 
Place:      San  Antonio,  TX 
Fee;         $895 

Credit;     40  hours  Category  1  AMA 

Info:        Lisa  Krehbiel,  30131  Town  Center  Dr.  #215,  Laguna  Niguel 
CA  92677.  714/495-4499  ' 

February  25-28 

The  Nineteenth  Teaching  Conference  in  Clinical  Cardiology 

Pi"-»-      Bal  Harbour.  FL 

$400;  $375  Fellows  &  members  AHA  Council  on  Clinical  Car- 
diology; $250  physicians  m  training 
28  hours  Category  I  AMA;  AAFP 

Michael  S.  Gordon.  M.D..  Ph.D.,  University  of  Miami  School 
of  Medicine  (D-41),  P.O.  Box  016960,  Miami.  FL  33101  305/ 
547-6491 


Credit 
Info: 


Place 
Fee: 

Credit 
Info; 


Place 
Credit 

Fee; 
Info; 


February  26-28 

Cardiovascular  Surgery 
Bethesda,  MD 
1 8  hours  Category  1  AM  A 
$415  ACC  members,  $465  non-members 
Program  Registrar,  Heart  House  Learning  Center,  Amencan 
College  of  Cardiology,  9111  Old  Georgetown  Rd.,  Bethesda 
MD  20814.  301/897-5400,  ext  241,  or  800/253-INFO 

February  27-28 
Advance  Trauma  Life  Suppori 
Place;      Mountain  Home,  TN 

Info;        Ramona  Miller,  Ph.D. .  Office  of  CME.  Quillen-Dishner  Col- 
lege of  Medicine.  Johnson  City,  TN  37614.  615/929-6204 

March  1-7 

Update  '87:  Office  Obstetrics  and  Gynecoloev 
Place:      Park  City,  UT 

Info:        Charlene  E.  Lee,  Scott  &  White  Memorial  Hospital,  240 1  South 
31st  St.,  Temple,  TX  76508.  817/774-4073 

March  2-7  (and  April  27-May  2) 

22nd  Annual  Family  Practice  Symposium 
Place:      Augusta,  GA 

Info:        Div.  of  CME,  Medical  College  of  Georgia.  Augusta,  GA  10912- 
6450.  404/828-3967 

March  4-8 

Pan  American  Allergy  Society  Annual  Training  Course  &  Seminar 
Place;      San  Antonio.  TX 
Fee;         $415  members 

Info;        Betty  Kahler,  PAAS,  229  Parking  Way.  Lake  Jackson    TX 
77566.  409/297-8964  or  297-4069 
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March  6-7 

Cardiology  Department  Management  Conference 
Place:      New  Orleans.  LA 
Credit:     10  hours  Category  I  AMA 
Fee:         $350  approx- 

Info:  Lisa  Krehbiel.  Institute  for  Medical  Studies,  30131  Town  Cen- 
ter Dr.  Ste-  215,  Laguna  Niguel.  CA  92677.  714/495-4499 

March  7-8 

Breast  Imaging  Update 

Place:      San  Francisco,  CA 

Credit:     13  hours  Category  I  AMA 

Fee:         $295 

Info:        415/476-5808 

March  8-13 

Annual  Meeting,  US-Canadian  Division  of  the  Internationa!  Academy 

of  Pathology 

Place:      Chicago,  IL 

Info:  Nathan  Kuafman,  M.D.,  Secretary-Treasurer,  US-Canadian  Di- 
vision, International  Academv  of  Pathology.  Bldg.  C.  Sle.  B. 
3515  Wheeler  Rd  .  Augusta. 'GA  30909.  404/733-7550 

March  9-13 

Hawaii  '87:  Critical  Issues  in  Primary  Care 
Place:      Kauai,  HA 

Credit:     20  hours  Category  I  AMA,  AAFP 

Info:  The  Pacific  Institute  of  CME.  P.O.  Box  1059.  Koloa,  Kauai, 
HA  96756.  808/742-7471 

March  9-13 

Diagnostic  Radiology 

Place:      San  Francisco.  CA 

Credit:     34  hours  Category  I  AMA 

Fee:         $495 

Info:        415/476-5808 

March  14-15 

Contemporary  Trends  in  Diagnostic  Nuclear  Medicine 

Place:      San  Francisco,  CA 

Fee:         $352 

Info:        415/476-5808 

March  16-20 

Diagnostic  Imaging  1987 

Place:      Kauai,  HI 

Credit:     24  hours  Category  I  AMA 

Fee:         $495 

Info:        415/476-5808 

March  29-April  1 

Cardiology  Update 
Place:      Phoenix,  AZ 
Credit:     26  hours  Category  I  AMA 
Fee:         $395  approx. 

Info:  Lisa  Krehbiel,  Institute  for  Medical  Studies,  30I3I  Town  Cen- 
ter Dr.  Ste  215,  Laguna  Niguel.  CA  92677.  714/495-4499 

April  3-5 

Ophthalmologic  Plastic  Surgery,  Orbital  Disease,  and  Neuro-Ophthal- 
mology 

Place:      Williamsburg,  VA 
Fee:         $315 

Info:  Kay  Parrott.  Office  of  CME,  Medical  College  of  Virginia,  Box 
48.  MCV  Sla..  Richmond.  VA  23298-0001.  804/786-0494 

April  9-11 

Thoracic  Imaging  Update 

Place:      Monterey,  CA 

Credit:     13  hours  Category  I  AMA 

Fee:         $295 

Info:        415/476-5808 


April  10-12 

OB/GYN  and  Abdominal  Sonography:  Update  "87 

Place:      San  Francisco,  CA 

Credit:     14.5  hours  Calegorv  I  AMA 

Fee:         $325 

Info:        415/476-5808 

April  10-12 

5th  Annual  MCV  Symposium:  New  Trends  in  Anesthesia 
Place:      Williamsburg,  VA 
Fee:         $275 

Info:        Kathy  Martin.  Office  of  CME,  Medical  College  of  Virginia, 
Box  48,  MCV  Sta,  Richmond,  VA  23298-0001.  804/786-0494 

April  10-12 

22nd  Annual  Pediatric  Springfest 
Place:      Williamsburg,  VA 
Fee:         $250 

Info:        Kathy  Martin,  Office  of  CME,  Medical  College  of  Virginia, 
Box  48,  MCV  Sta.,  Richmond,  VA  23298-0001 .  804/786-0494 

April  23-25 

23rd  Annual  Postgraduate  Course  in  Radiology:  The  Chest 
Place:      Richmond.  VA 
Fee:         $325 

Info:        Kathy  Martin,  Office  of  CME,  Medical  College  of  Virginia, 
Box  48,  MCV  Sta  ,  Richmond,  VA  23298-0001 .  804/786-0494 

April  24-26 

9th  Annual  Conference  on  Emergency  Medicine  for  the  Primary  Care 
Physician 

Place:      Williamsburg,  VA 
Fee:         $295 

Info:        Kathy  Martin,  Office  of  CME,  Medical  College  of  Virginia. 
Box  48.  MCV  Sta.  Richmond.  VA  23298-0001 .  804/786-0494 

April  24-26 

7th  Annual  Clinical  Concerns  in  Primary  Care:  Office  Cardiology 
Place:      Williamsburg.  VA 
Fee:         $295 

Info:        Kathy  Martin.  Office  of  CME.  Medical  College  of  Virginia. 
Box  48.  MCV  Sta.  Richmond.  VA  23298-0001 .  804/786-0494 

April  27-May  2  (and  March  2-7) 
22nd  Annual  Family  Practice  Symposium 
Place:      Augusta.  GA 

Info:        Div.  of  CME.  Medical  College  of  Georgia.  Augusta,  GA  30912- 
6450.  404/828-3967 

May  8-10 

6th  Annual  MCV  Cardiology  Conference 
Place:      Williamsburg.  VA 
Fee:         $325 

Info:        Kathy  Mariin,  Office  of  CME,  Medical  College  of  Virginia, 
Box  48,  MCV  Sta. .  Richmond.  VA  23298-0001 .  804/786-0494 

May  18-19 

14th  Annual  Hans  Berger  Day  and  EEC  Symposium 
Place:      Richmond,  VA 
Fee:         $250 

Info:        Kathy  Martin,  Office  of  CME.  Medical  College  of  Virginia. 
Box  48.  MCV  Sta..  Richmond.  VA  23298-0001.  804/786-0494 

May  23-25 

Gynecologic  Urology  and  Pelvic  Surgery 
Place:      Williamsburg,  VA 
Fee:         $260 

Info;        Kathy  Martin.  Office  of  CME.  Medical  College  of  Virginia. 
Box  48.  MCV  Sta, .  Richmond.  VA  23298-0001 .  804/786-0494 
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SDiromate  /^M= 

with  plotter 


We  Got  small  to  Play  BIG. 


A  Toast 
to  Our  New 
Transducer 


Place  the  whole  transducer  in  sterilizing  solution. 
No  need  to  disassemble!  No  tubing!  No  piping! 
Ifs  OS  easy  as  dropping  an  olive  into  a  martini. 

Small  and  Light 

Accuracy  and  lunch-box-like  portability  make 
the  AS-500  perfect  in  any  setting-hospital, 
office,  or  industrial. 

Two  Spirometers  in  One 

When  the  unit  is  disconnected  from  its  plotter, 
the  AS-500  works  as  a  single  test  screener  with 
a  built-  in  printer. 


Convenient  and  Versatile 


<^ 


An  easy-to-read  LCD  gives  spirograms  for  instant 

analysis  and  instructional  messages  for  better 

patient  prompting.  Easy  automatic  calibration 

assures  ±  3%  accuracy,  and  triggering  can  be 

J<1^      either  automatic  or  manual. 

BIG  Capabilities 

Best-test  selection  (1-9  tests),  pre  and  post  BD 
capability  flow  volume  loops,  patient-record 
formats,  a  sophisticated  array  of  diagnostic 
_—^  interpretations  with  accompanying  comm- 
_Q|ents,  a  VC  test,  and  a  12-second  MW  test 
aHH  "^°^^  *^'s  o"  °l'  encompassing  portable 
'^r-^  spirometer. 

1  Vfcist  capabilities  in  a  diminutive  package  at 

an  infinitesimal  price  offer  compelling 
reasons  to  take  a  closer  look  at  the  AS-500. 

Yes,  BIG  indeed. 
\And,  of  course.  It  meets  all  the  ATS  standards. 


AS-300:  A  younger  family  member  which  performs  many  of  the  functions 
of  the  AS-500  at  an  even  more  affordable  price. 


LEWIS  MEDICAL 


INSTRUMENTS  INC. 

Precision  Instruments  to  the 
health  profession  for  over  20  yeors 


(301)984-6112-Washington,  D.C. 
(301)444-7977  — Baltimore,  Maryland 
(804)  644-8024 -Virginia 
(919)  848-4333 -North  Carolina 
(215)  922-4966 -Pennsylvania 


ni^ivni 


A  SPECIAL 
PRACTICE 


O       R 


SPECIALISTS 


If  you're  a  Surgeon  or  OB/GYN  or  Other  Medical 

Specialist,  the  Air  Force  may  hove  a  special  practice  for  you. 

What  makes  it  special?  You'll  er^joy  an  excellent  pay  and 
benefits  package.  There'll  be  more  time  to  spend  with  your  family. 
You'll  receive  30  days  of  vacation  v^/ith  pay  each  year.  And  you  v^ill 
work  with  modern  equipment  and  some  of  the  most  highly  trained 
professionals  in  the  world,  serving  your  country  and  your  patients. 
Now  thafs  special! 

Find  out  just  how  special  your  practice  con  be.  Coll 


Capt  Jim  Davis 
(919)  850-9475  collect 
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h*/i>..cOfi^ 


Classified  Ads 


CONSIDER  the  cost-effective  potential  of  adding  a 
physician  assistant  to  your  practice.  The  North  Car- 
olina Academy  of  Physician  Assistants  will  help  you 
advertise  to  a  large  pool  of  qualified  PAs  at  no  cost 
to  you.  For  information  on  how  you  can  advertise 
your   PA   employment   opportunity,   contact:   Bob 
Franks,  PA-C,  NCAPA  Employment  Chairman,  206 
Camellia  Dr.,  Goldsboro  27530.  919/731-3225  (work); 
919/734-4657  (home). 
SOLO/GROUP  opportunities  for  physicians  in  all  spe- 
cialties. We  can  help  you  select  your  most  promising 
Southeast  opportunity.  Send  C.V.  or  call  919/876- 
5005.  Hunter,  Holland  &  Ward,  Inc.,  1100  Logger 
Court,  D-102,  Raleigh  27609. 
MEDICAL  PRACTICE  SALES  AND  APPRAISALS  - 
We  specialize  in  the  valuation  and  selling  of  medical 
practices.  If  interested  in  buying  or  selling  a  medical 
practice,  contact  our  Brokerage  Division  at  The 
Health  Care  Group,  400  GSB  Building,  Bala  Cyn- 
wyd,  PA  19004;  215/667-8630. 
HOLTER  MONITOR  SERVICE:  Recorders  provided 
for  physicians'  offices  at  no  charge  with  a  minimum 
of  five  recordings  per  month.  For  more  information 
concerning  this  service,  please  call  Charles  L.  Baird, 
Jr.,  M.D.,  Director,  Virginia  Heart  Institute.  804/ 
359-9265. 
EMERGENCY  DEPT.  PHYSICIAN  to  complete  com- 
plement of  four  physicians.  30K  visits  per  year.  Sep- 
arate hilling  with  potential  income  85-90/year.  ED 
experience/training  required.  Contact  ED  Physician 
Search,  Northern  Hospital  of  Surrey  County,  Mt. 
Airy  27030.  919/789-9541. 
BLACKSBURG,  VIRGINIA  —  Directorship  and  full 
time  positions  available  at  146  bed  hospital.  Must  be 
board  certified/prepared  in  EM  or  have  prior  emer- 
gency department  experience.  Please  submit  resume 
to  Emergency   Consultants,   Inc.,   One   Widemere 
Place,  Room  33,  Petoskey,  MI  49770.  1-800/253-7092 
or  in  Michigan  1-800/632-9650. 


NORTH  CAROLINA:  GREENSBORO,  expanding 
emergency  department/level  II  trauma  center.  Group 
looking  for  full  and  part-time  physicians.  Minimum 
requirement  —  Board  eligibility  in  Emergency  Med- 
icine. Send  CV  to  Norman  Mayer,  M.D.,  Post  Office 
Box  29066,  Greensboro  27408.  919/379-3965. 
CARDIOLOGOST  B/E,  B/C  for  15  physician  multis- 
pecialty  group  located  in  beautiful  Piedmont  area  of 
North  Carolina.  Present  B/C  cardiologist  extremely 
busy  with  non-invasive  practice  and  desires  to  share 
work  load  with  a  congenial,  supportive  and  profes- 
sional associate  who  desires  time  for  a  personal  life. 
Group  practice  is  in  close  proximity  of  two  hospitals. 
In-house  lab,  x-ray.  Stress  lab  and  Echo.  Association 
leads  to  equal  shareholdership  in  one  to  two  years. 
Full  benefit  package,  guaranteed  salary  and  profes- 
sional management.   Send  CV  to:   Administrator, 
Statesville  Medical  Group,  P.O.  Box  1460,  States- 
ville,  NC  28677,  or  call  704/878-2011. 
NORTH  CAROLINA:   FULL-TIME  INTERNIST 
needed  for  busy  Internal  Medicine  Group  in  Pied- 
mont; salary  negotiable;  excellent  benefits;  call  919/ 
272-4918. 
PART-TIME  PHYSICIAN  —  OB/GYN  SPECIALIST 
PREFERRED:  Gaston  County  Health  Department 
is  currently  recruiting  for  a  part-time  physician.  The 
position  is  available  immediately.  A  major  respon- 
sibility would  be  to  provide  preventive  medical  care 
for  prenatal,  postnatal,  family  planning,  and  sex- 
ually transmitted  disease  patients.  For  more  infor- 
mation contact  Hilda  Newton,  Director  of  Personal 
Health/Public  Health  Nursing  Services,  Gaston 
County  Health  Department,  611   North  Highland 
Street,  Gastonia  28052-2179.  701/866-3282. 
RALEIGH  —  Middle  class,  family  practice.  No  OB, 
medicaid  or  HMO.  Established  25  years  North  Ra- 
leigh. Easily  expandable.  Available  anytime  next  18 
months.  Price  and  terms  negotiable.  919/782-5601 
after  six  for  details. 
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Significantly  improves  hemodynamics 
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WARNING:  Bumex  (bumetanlde/Roche)  Is  o  potent  diuretic  which,  II  given  in  excessive 
dmounts,  can  lead  to  o  prolound  diuresis  with  water  and  electtolyte  depleflon  Iherelore 
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adiusfea  to  the  Individual  pollenrs  needs,  (See  under  DOSAGE  AND  ADMINISTRATION  In 
complete  product  IntormoNon  ) 


INDICATIONS  AND  USAGE:  Edemo  associated  with  congestive  heorl  loiluie  hepatic  ond  renol 
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Reduce  fluid  volume  and 
Improve  hemodynamics  in  CHF 

Edema  due  to  congestive  tieart  failure  often 
demands  tiigtily  effective  diuresis  to  reduce  ttie 
fluid  load  on  thie  failing  tieart.  Bumex"  (bumet- 
anide/Roctie)  is  ttie  next  generation  in  loop 
diuretic  ttierapy  for  ttiree  powerful  reasons.  It 
moves  out  an  unsurpassed  volume  of  fluid  and 
sodium,  resulting  in  significant  reductions  in 
edema  and  rigtif  atrial  and  pulmonary  artery 
wedge  pressures.  '■'  It's  almost  completely 
absorbed  ftirougti  ttie  Gl  tract,  so  it's  easy  to 


titrate.^  And  Bumex  completes  tiigti-volume 
diuresis  fast-within  four  hours  at  usual 
doses. "^  Your  patients  spend  less  time  in 
diuresis,  more  time  in  normal  activities. 

Bumex  has  a  good  safety  profile;  however, 
as  with  all  loop  diuretics,  Bumex,  if  given  in 
excessive  amounts,  can  lead  to  profound 
diuresis  with  water  and  electrolyte  depletion, 
including  hypokalemia.  Serum  electrolytes 
should  be  monitored  periodically  especially  in 
patients  on  low  salt  diets  or  those  treated  for 
prolonged  periods  or  on  high  doses. 
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When  pain  strikes. 
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US:  TherapeiiKc  aspirin  dDiES  can  cause:  anaphylaciic 
ic  leaclions.  Hisiory  ol  alletgv  is  otien 
lifin  may  prolong  bleeding  lime.  Sig- 
niticant  bleeding  can  resull  Irnm  aspirin  therapy  in  patients  with 
peptic  ulcer  or  oilier  gasirointestinal  lesions,  and  in  patients  with 
L.__j__  J-       .   ■s\fl/j|(,  head  injury  Of  other 
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lurse  of  patient; 

Pilot  epidemiologic  studies  suggest 

1  belween  aspirin  and  Heye  Syndrome.  Use  cauiion 

inisteiing  ibis  produci  lo  children,  including  teenagers. 


PRECAUTIONS:  General:  f 
or  debilitated,  palienis  wi 


ac  arrhythmia 
thyroidism,  Addison  s  dir 
stricture.  coagulation  di' 
conditions.  Should  not  be  , 
e  precautioi 


lammalory  Gl  disorders,  hypo- 
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gies.  Aspirin  hypersensilivity  is  parti 


alcohol,  gen 

I.  sedalive-hypnoii.-,  

¥iihCodeinemayrf( 

;id.  sulfinpyrazone).  Para-ammo- 
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mulaie.  perhaps  to  loxic  levels  Pregnancy: 
TerMlogenie  Effacts:  Pregnancy  Category  C  No  animal 
duction  studies  have  been  conducled.  It  is  not  known  w 
Empirin  with  Codeine  can  cause  letalharm  when  administered  to  a 
iman  or  can  afleci  reproduction  capacily.  Giv 
man  only  il  clearly  needed.  Rabbit  and  rat  repi 

a)  up  to  150  limes  human  dose  revealednoevide 

impaired  lertility  or  harm  lo  telus  due  to  codeine  Nontarato- 
gaaic  Effacts.-  Therapeutic  aspirin  doses  in  pregnant  woi 

bleeding  in  mother.  Fetus  or 
During  last  6  months  of  pregnancy,  regular  use  of  i 
doses  may  prolong  pregnancy  and  delivery.  Labor 
Aspirin  ingeslion  prior  lo  delivery  may  prolong  deli 


Each  tablet  contains  aspirin  (acetylsaticylic  acid)  325  mg  plus  codeine  phosphate*  /Jjji 
m  one  of  the  following  strengths;  No.  2-15  mg,  No.  3-30  mg,  and  No-  4-60  mg.  I'll 
("Warning-mav  be  habit-forming.) 

Copr.  0 1986  Burroughs  Wellcome  Co,  All  rights  reserved  86EMP3  C 


uni  ihe  importance  of  the  drug  lo  mo 

ADVERSE  REACTIONS:  Codeine:  Most  frequent:  lightheaded 
'~~~~-:.   drowsiness,  nausea,  vomiting,  constipation, 
in  Less  common,  euphoria,  dysphoria,  p 
irin:  Chronic  use  of  large  doses  may  resi 

liling.hearingimpairment, 


dyspe 

mild  primary  h( 
aspirin.  Prolonged  i 

jlt  bleeding  and  inlrequenlly.  iron-delii 
erbate  peptic    ' 

extensive  bleeding   Ex ,  „..  

in  patients  wiih  or  wiihout  known  bleeding  dis 
taken  therapeutic  aspirin  doses  within  preceding 
todays.  Hepalotoxicily  has  been  reported  in  association  with  pro 
longed  use  ot  large  aspirin  doses  in  lupuserythemalosus.  i' 
litis  and  rheumatic  disease  patients  Bone 

,  fatigue,  abnormal  brui; 
bleeding)  has  occasionally  been  reported  In  patients  wiihglucose- 
6-phosphale  dehydrogenase  deliciency.  aspirin 
degree  of  hemolyticanemia.  In  hyperuricemic  per 
doses  may  reduce  ellectiveness  of  uricosurics  or  precipitate  a  gout 
altack. 

OOSACE  AND  ADMINISTRATION:  Adjust  dosage  according 
It's  response.  Il  may  occasionally  be 
recommended  dosage  when  pain  is 
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elfect.  Empirin  with  Codeine  is  given  orally  U 
Empirin  with  Codeine  No.  2  or  No.  3: 1  or  2  tablets 
as  required  Empirin  wiih  Codeine  No.  4: 1  lablei  ew.. 
required.  Tablels  should  be  taken  with  food  or  lull  gla 
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Financial  services  tliat  will  get 
you  in  shape  for  the  future. 
That's  Blue  Chip. 


We  have  a  variety  of  insurance  and 
investment  options  to  make  sure  your 
future  IS  financially  strong.  For  example: 
— ^Tax  shelters,  to  keep  more  of  your 
money  working  for  you; 
— Annuities,  to  make  money  available  at 
retirement  or  whenever  you  need  it; 
— Insurance,  to  protect  your  family,  your 
business  and  your  income. 

Our  specialists  will  help  you  iden- 
tify your  needs  and  develop  a  pr(,igram 
that's  right  for  you 

Start  shaping  your  future  today 
Call  or  write  us  for  details. 

The  Hinrichs  Financial  Group 

1600  Charlolle  Plaza  Charlotte.  NC  28244 
(7041  371-8600 
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To  show  you  how  many 
hypertensives  stayed  on 

INDERAE  EA 

(PROPRANOLOL  HCl) 

cifter  a  major  nationwide  trial... 
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...we  had 
Justthe^ 


60,073  patients  (90%)  who  started  on 
INDERAL  LA  stayed  on  INDERAL  LAI 


Surprising?  Not  really. 

Because  most  patients  on  INDERAL  LA  (propranolol  HCl)  don't  even  know 
it's  working. 

A  recent  double-blind,  placebo-controlled,  crossover  study  in  138  hyper- 
tensive patients^  revealed  that  INDERAL  LA  has  a  side  effects  profile 
unsurpassed  by  atenolol  or  metoprolol  —  which  shows  how  well-tolerated 
once-daily  INDERAL  LA  can  be. 

Sole  therapy  or  concomitcint  therapy? 

Fifty-nine  percent  of  the  time,  INDERAL  LA  stood  on  its  own. 

The  patients  in  the  nationwide  compliance  trial  were  no  different  from  yours. 
Generally  when  the  antihypertensive  regimen  is  complicated,  compliance 
may  become  a  problem.  So,  the  effectiveness  of  INDERAL  LA  as  once-daily 
monotherapy  is  a  big  plus.  Of  the  remaining  hypertensives  in  the  program, 
36%  were  controlled  merely  with  the  addition  of  a  diuretic  to  INDERAL  LA. 

For  the  noncompliant  patients  in  your  practice,  INDERAL  LA  may 
well  be  the  answer. 

Almost  20,000  of  the  patients  in  the  nationwide  compliance  trial  were  identi- 
fied as  having  been  noncompliant  with  their  previous  antihypertensive 
therapy.  Their  physicians  reported  that  88%  showed  improved  compliance 
when  placed  on  once-daily  INDERAL  LA. 


Control,  comfort,  cind  compliance 

H  ONCE-DAILY  _  ^ 

NDERAL  LA 


LONG  ACTING 
CAPSULES 


(PROPRANOLOL  HCl) 

Like  conventional  INDERAL  Tablets,  INDERAL  LA  should  not  be  used 
in  ttie  presence  of  congestive  tieart  failure,  sinus  bradycardia,  cardio- 
genic sfiock,  fieart  block  greater  than  first  degree,  and  broncfiial  astfima. 
"After  a  30-day  tnal  witti  INDERAL  LA,  pfiysicians  reported  ttiat  90% 
of  tfie  patients  would  remain  on  INDERAL  LA 

The  one  you  know  best 
keeps  looking  better 
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Please  see  next  page  for  brief  summary  ot  prescribing  intormalion 
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The  one  you  know  best  keeps  looking  better 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMAJION.  SEF  PACKAGE  CIRCULAR  ) 
INDERAL '  LA  brand  oi  propranolol  hydrochloride  (Long  Acting  Capsules) 

DESCRIPTION,  inrjeral  LA  is  lormulaled  lo  provide  a  sustained  release  ol  propranolol 
hvd'ut:'  r  :■  ■  !.■■  1  ;  AisavailableasSOmg  I20mg,  and  160mgcapsuies 
CLINICAL  PHARMACOLOGY.  INDERAL  is  a  nonselective  beta-adrenergic  receptor  block- 
ingag'"  '  I  ■■  '■  M'lij  I  in  olheraulonomic  nervous  system  activity  It  specilicaliy  competes  with 
beta-adrenergic  receptor  stimulating  agents  for  available  receptor  sites  When  access  to 
beta-receptor  sites  is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and  vasodilator  re- 
sponses to  beta  adrenergic  stimulation  are  decreased  proportionately 

INDERAL  LA  Capsules  (80,  120,  and  160  mg)  release  propranotot  HCi  al  a  conlrotled  and 
predictable  rate  Peak  blood  levels  lollowmg  dosmg  with  INDERAL  LA  occur  at  about  6  hours 
and  the  apparent  plasma  hall-iile  is  about  10  hours  When  measured  at  steady  stale  over  a 
24-hour  period  the  areas  under  the  propranolol  plasma  conceniration-time  curve  (AUCs)  lor 
the  capsules  are  approximately  60%  to  65%  ot  the  AUCs  'o'  a  comparable  divided  daily  dose 
ot  INDERAL  tablets  The  lower  AUCs  tor  the  capsules  are  due  to  greater  hepatic  metabolism  ol 
propranolol,  resulting  Irom  the  slower  rateot  absorption  o(  propranolol  Over  a  iwenty-tour  (24) 
hour  period,  blood  levels  are  larrly  constant  lor  about  iwe've  ( 12)  hours  then  decline  exponen- 
tially 

INDERAL  LA  should  not  be  considered  a  simple  mg  tor  mg  substitute  lor  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  ot  two  lo  lour 
limes  daily  dosmg  with  the  same  dose  When  changing  to  INDERAL  LA  Irom  conventional 
propranolol,  a  possible  need  tor  retilration  upwards  should  be  considered  especially  to  main- 
tain ettecliveness  at  the  end  ol  the  dosing  inlerval  In  most  clinical  settings,  however,  such  as 
hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and  clinical 
el'ecl,  INDERAL  LA  has  beentherapeulicaiiy  equivalent  lo  the  same  mg  dose  ot  conventional 
INDERAL  as  assessed  by  24-hour  eflects  on  blood  pressure  and  on  24-hour  exercise  re- 
sponses ol  heart  rate,  syslohc  pressure  and  rate  pressure  product  INDERAL  LA  can  provide 
ettective  beta  blockade  for  a  24-hour  period 

The  mechanism  ol  the  antihypertensive  ellecl  ot  INDERAL  has  not  been  established  Among 
the  lactors  that  may  be  involved  in  contributing  to  the  antihypertensive  action  ate  ( 1 )  decreased 
cardiac  output,  (2)  inhibition  o'  renin  release  by  ihe  kidneys,  and  (3)  diminution  ot  tonic 
sympathetic  nerve  outflow  Irom  vasomotor  centers  in  the  brain  Although  total  peripheral 
resistance  may  increase  initially  it  readjusts  loor  below  the  prelreatmeni  level  with  chronic  use 
El'ects  on  plasma  volume  appear  to  be  mmor  and  somewhat  variable  INDERAL  has  been 
shown  to  cause  a  small  increase  in  serum  potassium  concentration  when  used  in  the  treatment 
of  hypertensive  patients 

In  angina  pectoris,  propranolol  generally  reduces  the  oxygen  requirement  ot  the  heart  at  any 
given  level  ol  effort  by  blocking  the  catechoiamine-induced  increases  in  the  heart  rate,  systolic 
blood  pressure,  and  the  velocity  and  extent  ol  myocardial  contraction  Propranolol  may  in- 
crease oxygen  requirements  by  increasing  lefl  ventricular  fiber  length,  end  diastolic  pressure 
and  systolic  ejection  period  The  net  physiologic  ellecl  ol  beta-adrenergic  blockade  is  usually 
advantageous  and  is  manifested  during  exercise  by  delayed  onset  ol  pain  and  increased  work 
capacity 

In  dosages  grealer  than  required  lor  beta  blockade,  INDERAL  also  exerts  a  quinidine-like  or 
anesthetic-like  membrane  action  which  atlecls  the  cardiac  action  potential  The  significance  ol 
the  membrane  action  in  the  treatment  ot  arrhythmias  is  uncertain 

The  mechanism  of  the  antimigraine  ellecl  of  propranolol  has  not  been  eslabtished  Beta- 
adrenergic  receptors  have  been  demonstrated  in  the  pial  vessels  ol  the  brain 

Beta  receptor  blockade  can  be  useful  in 
conditions  in  which,  because  of  pathologic  or 
tuncltonal  changes,  sympathetic  activity  is  det- 
rimental to  the  patient  But  there  are  also  situa- 
tions in  which  Sympathetic  stimulation  is  vital 
For  example,  in  patients  wilh  severely  dam- 
aged hearts,  adequate  ventricular  function  is 
mainlamed  by  virtue  ol  sympathetic  drive 
which  should  be  preserved  In  ihe  presence  ol 
AV  block,  greater  than  tirsl  degree,  beta  block- 
ade may  prevent  the  necessary  lacilifating  ef- 
(ect  of  sympathetic  activity  on  conduction  Beta 
blockade  results  m  bronchial  constriction  by 

mterlenng  with  adrenergic  bronchodiiator  ac- 

tivity  which  should  be  preserved  in  patients 
subject  to  bronchospasm 

Propranolol  is  not  signidcanlly  dialyzalDie 
INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage- 
ment of  hypertension,  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a  thiazide  diuretic   INDERAL  LA  is  not  indicated  m  the  managemeni  ol 
hypertensive  emergencies 

Angina  Pecton$  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated  for  the 
long-term  management  ol  patients  with  angina  pectoris 

Migraine:  INDERAL  LA  is  indicated  lor  the  prophylaxis  of  common  migraine  headache 
Theellic  J.  ,  ■ .' ;  .n  i|,.,iiioini  in  the  treatment  ol  a  migraine  attack  that  has  started  has  not  been 
estabii-;.' '  ■!  u  ■  i ;  '   ;  iinoloi  is  not  indicated  lor  such  use 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  ol  hyper- 
trophic i.uLjju.']Ji.  .ic'iiosis,  especially  tor  Ireatmeni  ol  exertional  or  other  stress-induced 
angina,  paipifalions.  and  syncope  INDERAL  LA  also  improves  exercise  pertormance  The 
effectiveness  ot  propranolol  hydrochloride  m  ihis  disease  appears  to  be  due  to  a  reduction  ol 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation 
Clinical  iinpr. .,'  ff. -I'  fi.jy  be  temporary 

CONTRAINDICATIONS.  INDERAL  is  confraindicated  m  1}  cardiogenic  shock,  2)  sinus 
bradyciM,  1  II.  I  ir-.iiHf  ihan  first  degree  block,  3)  bronchial  asthma,  4)  congestive  heart 
failure  (see  ^/vaHJ-jiNuSj  unless  the  failure  is  secondary  to  a  tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE  Sympathetic  stimulation  may  be  a  vital  component  sup- 
porting circulatory  lunction  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta 
blockade  may  precipitate  more  severe  laiiure  Although  beta  blockers  should  be  avoided  m 
oven  congestive  heart  failure,  if  necessary  they  can  be  used  with  close  follow-up  in  patients 
with  a  history  ol  failure  who  are  well  compensated  and  ate  receiving  digitalis  and  diuretics 
Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  ol  digitalis  on  heart 
muscle 

IN  PATIENTS  WITHOUT  A  HISTORY  OF  HEART  FAILURE,  continued  use  ol  beta  blockers 
can,  in  some  cases,  lead  to  cardiac  failure  Therefore  at  the  first  sign  or  symptom  ol  heart 
failure,  (he  patient  should  be  digitalized  and'or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually  il  possible) 
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LONG  ACTING  CAPSULES 


IN  PATIENTS  WITH  ANGINA  PECTORIS  there  have  been  reports  ol  exacerbation  ol 
angina  and,  in  some  cases,  myocardial  inlarclion,  loHowing  abrupt  discontinuance  of 
INDERAL  therapy  Therefore,  when  disconlinuance  ol  INDERAL  is  planned  the  dosage 
should  be  gradually  reduced  over  at  least  a  lew  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physicians  advice  II 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advisable 
to  reinslitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  management 
ol  unstable  angma  pectoris  Since  coronary  artery  disease  may  be  unrecognized,  it  may 
be  prudent  to  loHow  the  above  advice  m  patients  considered  at  risk  of  having  occull 
atherosclerotic  heart  disease  who  are  given  propranolol  lor  other  indications 


Nonallergjc  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema)  -  PATIENTS 
WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS  INDERAL  should  be  administered  with  caution  since  if  may  block  bronchodilation 
produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 

MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  ol  beta-blocking  therapy  prior 


to  maior  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  ol  the 
heart  to  respond  lo  rellex  adrenergic  stimuli  may  augment  the  risks  ol  general  anesthesia  and 
surgical  procedures 

INDERAL  (propranolol  HCi)  like  other  beta  blockers,  is  a  competitive  inhibitor  ol  beta-recep- 
for  agonists  and  its  eltects  can  be  reversed  by  administration  ol  such  agents,  e  g  .  dobutamine 
or  isoproterenol  However  such  palienis  may  be  subject  to  protracted  severe  hypotension 
Difliculty  in  starling  and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers 

DIABETES  AND  HYPOGLYCEfvllA  Beta-adrenergic  blockade  may  prevent  the  appearance 
of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  ot  acute 
hypoglycemia  m  labile  msulm-dependent  diabetes  in  ihese  patients,  it  may  be  more  difficult  lo 
adjust  the  dosage  ol  msulm 

THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  lollowed  by  an  exacerbation  ol  symptoms 
ol  hyperthyroidism,  inctudinn  thyroid  storm  Propranolol  does  not  dislort  thyroid  function  tests 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROIvlE,  several  cases  have  been 
reported  m  which,  alter  propranolol,  the  tachycardia  was  replaced  by  a  severe  bradycardia 
requiring  a  demand  pacemaker  In  one  case,  this  resulted  after  an  iniliai  dose  of  5  mg 
propranolol 

PRECAUTIONS.  General  Propranolol  should  be  used  with  caution  m  patients  with  impaired 
hepatic  or  renal  lunction  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  of 
hypertensive  emergencies 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients  should 
be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  lest  Withdrawal  may  lead  to  a 
return  of  increased  intraocular  pressure 

Clinical  Laboratory  Tests  Elevated  blood  urea  levels  m  patients  with  severe  heart  disease, 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 

DRUG  INTERACTIONS  Patients  receiving  cafecholamme-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  is  administered  The  added  catecholamme- 
blocking  aclion  may  produce  an  excessive  reduction  ol  resting  sympathetic  nervous  activity 
which  may  result  m  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks  or  orthostatic 
hypotension 

Cararjogenesis.  Mutagerjesis.  Impairment  ol  Fertility  Long-lerm  studies  in  animals  have 
been  conducted  lo  evaluate  toxic  ellects  and  carcinogenic  potential  In  l8-month  studies  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of  signifi- 
cam  drug-induced  toxicity  There  were  no  drug-related  tumongenic  etfecis  at  any  of  Ihe 
dosage  levels  Reproduclive  studies  m  animals  did  not  show  any  impairment  ol  ferlility  that  was 
attributable  to  the  drug 

Pregnancy  Pregnancy  Category  C  INDERAL  has  been  shown  to  be  embryotoxic  in  ammal 
studies  al  doses  about  10  times  greater  than  the  maximum  recommended  human  dose 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  INDERAL  should  be 
used  during  pregnancy  only  if  ihe  potential  benefit  justifies  the  potential  risk  lo  the  fetus 

Nursing  Mothers  INDERAL  is  excreled  m  human  milk  Caution  should  be  exercised  when 
INDERAL  IS  administered  lo  a  nursing  woman 

Pediatric  Use  Salety  and  eflecliveness  in  children  have  not  been  established 

ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  rarely 
required  the  withdrawal  of  therapy 

Cardiovascular  bradycardia,  congestive  heart  failure,  intensification  ol  AV  block,  hypoten- 
sion, paresthesia  ol  hands,  thrombocytopenic  purpura,  arterial  insufliciency,  usually  of  Ihe 
Raynaud  type 

Central  Nervous  System  lightheadedness, 
mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue,  reversible  mental 
depression  progressing  to  catatonia,  visual 
disturbances,  hallucmalions,  an  acute  revers- 
ible syndrome  characterized  by  disonentation 
for  time  and  place,  shorl-lerm  memory  loss, 
emolionai  lability  slightly  clouded  sensonum, 
and  decreased  perlormanceon  neuropsycho- 
metncs 

Gastrointestinal  nausea,  vomiting,  epigas- 
tric distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis, 
ischemic  colitis 
Allergic  pharyngitis  and  agranulocytosis, 
erythematous  rash,  fever  combined  with  aching  and  sore  throat,  laryngospasm  and  respiratory 
distress 
Respiratory  bronchospasm 

Hematologic  agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura 
Auto-Immune   In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been  re- 
ported 

Miscellaneous  alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impoience, 
and  Peyronie's  disease  have  been  reported  rarely  Oculomucocufaneous  reactions  involving 
Ihe  skm  ■.,  T,-., ,  I  ■  I  ■  ii  .1 ,1' .  ■■  ,ind  conjunctivae  reported  for  a  beta  blocker  (practolol)  have  nol 
been  ,1'    .  .  i,i'.   ;  ,■,■■!  ;  ■   I  ■  I'liiiol 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
suslamtiJ-fcicdbc  L  dp^u"^  lui  ddminislrafion  once  daily  It  patienls  are  switched  Irom  INDERAL 
tablets  to  INDERAL  LA  capsules,  care  should  be  taken  to  assure  that  Ihe  desired  therapeutic 
effect  IS  maintained  INDERAL  LA  should  nol  be  considered  a  simple  mg  (or  mg  substitute  lor 
INDERAL  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels  Retitration  may 
be  necessary  especially  to  maintain  effectiveness  at  the  end  of  Ihe  24-hour  dosing  interval 

HYPERTENSION  -  Dosage  must  be  individualized  The  usual  initial  dosage  is  8C  mg 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a  diuretic  The  dosage  may  be 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood-pressure  control  is  achieved 
The  usual  maintenance  dosage  is  120  to  160  mg  once  daily  In  some  instances  a  dosage  of  640 
mg  may  be  required  The  time  needed  for  full  hypertensive  response  lo  a  given  dosage  is 
variable  and  may  range  from  a  few  days  to  several  weeks 

ANGINA  PECTORIS  — Dosage  must  be  individualized  Starting  with  80  mg  INDERAL  LA 
once  daily,  dosage  should  be  gradually  increased  at  three  to  seven  day  intervals  until  optimum 
response  is  obtained  Although  individual  patients  may  respond  at  any  dosage  level,  the 
average  optimum  dosage  appears  to  be  t60  mg  once  daily  In  angina  pectoris,  the  value  and 
safety  of  dosage  exceeding  320  mg  per  day  have  not  Oeen  established 

If  ireatmeni  is  to  be  discontinued,  reduce  dosage  gradually  over  a  period  ota  few  weeks  (see 
WARNINGS) 

MIGRAINE  -  Dosage  must  be  individualized  The  initial  oral  dose  is  80  mg  INDERAL  LA 
once  daily  The  usual  effective  dose  range  is  160-240  mg  once  daily  The  dosage  may  be 
increased  gradually  to  achieve  optimum  migraine  prophylaxis  II  a  satisfactory  response  is  not 
obtained  withm  (our  lo  six  weeks  after  reaching  the  maximum  dose,  INDERAL  LA  therapy 
should  be  discontinued  II  may  be  advisable  lo  withdraw  the  drug  gradually  over  a  period  of 
several  weeks 
HYPERTROPHIC  SUBAORTIC  STENOSIS  -  80-160  mg  INDERAL  LA  once  daily 
PEDIATRIC  DOSAGE  —  At  this  time  the  data  on  the  use  of  Ihe  drug  m  this  age  group  are  loo 
limited  to  permit  adequate  directions  lor  use 
'The  appearance  of  these  capsules  is  a  registered  trademark  of  Ayersi  Laboratories 

REFERENCES: 

1.  INDERAL  LA  National  Compliance  Evaluation  Program,  Data  on  file,  Ayerst  Laboratories 

2.  RavidM,  Lang  R,  JulnnI,  The  relative  antihypertensive  potency  of  propranolol,  oxprenoiol, 
aienoiol,  and  meloprolol  given  once  daily  Arch  Intern  Med  1985, 145  1321-1323 
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SPECIAL  ARTICLE 


Medical  Review  of  North  Carolina 
—  Update  on  Medicare  Review 


D.  John  Godehn,  Jr..  M.D. 


ON  August  1 ,  1986,  Medical  Review  of  North  Carolina, 
Inc.  (MRNC)  began  its  second  two-year  contract  for 
Peer  Review  Organization  (PRO)  Medicare  review.  Al- 
though MRNC  must  perform  review  under  stringent  guide- 
lines from  the  Health  Care  Financing  Administration,  and 
although  MRNC's  budget  was  reduced  by  almost  $1  mil- 
lion from  its  previous  contract,  the  organization  continues 
to  feel  that  keeping  control  and  responsibility  for  review 
in  the  hands  of  the  state's  physicians  is  in  everyone's  best 
interest. 

MRNC  believes  that  broad  physician  involvement  is 
critical  to  the  success  of  true  peer  review.  Currently  over 
2,500  North  Carolina  physicians  are  members  of  MRNC. 
and  over  500  physicians  in  active  practice  serve  as  re- 
viewers. While  medical  records  are  screened  initially  by 
nonphysician  reviewers  using  established  criteria,  all  re- 
view decisions  are  made  by  physicians. 

All  physician  reviewers  of  a  case  must  concur  for  an 
adverse  decision  to  be  final.  Although  reviewers  attend 
instructional  sessions  and  are  expected  to  follow  MRNC- 
developed  guidelines,  such  as  the  directive  that  close  calls 
be  made  in  favor  of  the  attending  physician,  reviewers  are 
nonetheless  expected  to  use  independent  judgment  in  mak- 
ing their  decisions. 

Reviewer  discretion  sometimes  can  cause  inconsis- 
tencies in  review  decisions,  and  decisions  with  which  the 
attending  may  disagree,  but  such  freedom  is  felt  most 
compatible  with  true  peer  review  and  helps  avoid  the  cre- 
ation of  rigid  standards  of  care.  Reviewer  performance  is 
monitored  by  MRNC.  MRNC  also  must  periodically  send 
samples  of  reviewed  cases  to  Super  PRO,  an  organization 
in  California,  for  evaluation  of  the  quality  of  its  reviews. 

Emphasis  on  Quality  of  Care  Review 

During  the  initial  PRO  contract  period,  the  Health  Care 
Financing  Administration  (HCFA)  placed  major  emphasis 
on  utilization  review.  Review  for  quality  of  care  tended 
to  be  incidental.  Because  of  concern  from  many  quarters 
that  the  Prospective  Payment/Diagnosis  Related  Grouping 
(DRG)  system  could  engender  premature  discharging  and 
other  decreases  in  quality  care.  Congress  has  mandated 
that  quality  review  be  a  prime  activity  in  the  present  PRO 
contracts.  Moreover,  it  stipulated  that  severe  penalties  be 
imposed  against  physicians  or  hospitals  found  to  have  pro- 
vided poor  quality  care.  Therefore,  in  addition  to  review 
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for  appropriateness  of  admission  and  DRG  validation,  each 
case  reviewed  by  the  MRNC  for  any  reason  now  will  be 
subjected  to  review  for  quality  of  care  using  HCFA-man- 
dated  generic  screens. 

The  HCFA  quality  screens  will  provide  for  the  moni- 
toring of  such  areas  as  medical  stability  of  the  patient  at 
the  time  of  discharge,  hospital  deaths,  nosocomial  infec- 
tions, and  unscheduled  return  to  the  operating  room.  All 
readmissions  within  15  days  will  be  reviewed  to  determine 
if  necessary  care  was  provided  during  the  first  admission 
and  if  the  patient  was  medically  stable  at  the  time  of  dis- 
charge. Other  quality-of-care  issues  include  inappropriate 
patient  management  which  results  or  may  result  in  patient 
harm,  and  failure  of  the  medical  record  to  document  pro- 
vision of  appropriate  care.  Copies  of  all  of  these  screens 
have  been  provided  to  each  hospital  by  MRNC  and  should 
be  available  to  their  medical  staffs. 

If  application  of  the  generic  screens  identifies  a  case  as 
a  potential  quality  problem,  it  will  be  referred  to  a  phy- 
sician reviewer.  If  this  reviewer  feels  a  quality  problem 
may  exist,  the  attending  physician  will  be  notified  and 
asked  to  provide  clarifying  information.  The  medical  re- 
cord and  this  additional  information  are  then  reviewed  by 
a  second  physician.  At  least  one  of  the  physician  reviewers 
must  be  of  the  same  specialty  as  the  attending  physician. 
If  both  physician  reviewers  concur  that  a  quality  problem 
exists,  the  attending  physician  will  be  notified  of  the  find- 
ing and  of  the  potential  seriousness  of  the  simation.  As  part 
of  the  review  procedure,  each  reviewer  will  assign  a  quality 
Severity  Level  Index  (SLI)  to  the  case,  ranging  from  one 
(no  quality  problem)  to  five  (significant  patient  harm  or 
significant  potential  for  such  harm).  Generally,  for  quality 
problems  of  moderate  severity  (SLI  three  or  four),  action 
will  be  taken  against  the  physician  only  when  a  pattern  of 
poor  quality  emerges.  For  serious  problems  (SLI  five),  the 
case  will  be  referred  immediately  to  the  three-physician 
Quality  Review  Panel  at  MRNC.  The  panel  reviews  the 
case,  and  may  recommend  initiation  of  sanction  proceed- 
ings against  the  physician. 

There  are  certain  situations  in  which  federal  guidelines 
mandate  specific  punitive  measures  against  a  physician  or 
hospital.  The  so-called  "prohibited  actions,"  which  a  phy- 
sician or  hospital  must  be  particularly  careful  to  avoid, 
include  discharge  before  the  patient  is  medically  stable 
resulting  in  readmission  to  the  same  hospital.  If  such  an 
action  occurs,  payment  for  the  second  admission  is  denied 
and  the  provider  may  be  placed  on  intensified  review.  If 
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three  episodes  occur  within  a  three-month  period,  sanc- 
tions must  be  instituted  against  the  physician  or  hospital. 
Moreover,  if  the  prohibited  action  results  or  could  result 
in  serious  patient  harm  or  death  (a  so-called  "gross  and 
flagrant  violation"),  then  sanctions  nnisl  be  initiated  against 
the  provider  based  on  that  single  case. 

Thus,  keys  for  physician  survival  under  the  scrutiny  of 
peer  review  would  seem  to  be:  admit  only  when  necessary; 
provide  good-quality  care;  discharge  or  transfer  only  when 
the  patient  is  clearly  ready;  and  clearly  document  the  care 
given  and  its  rationale,  particularly  when  best  judgment 
dictates  care  that  deviates  from  established  criteria  or  norms. 

Short  Stay  and  Ambulatory  Surgery  Admissions 

MRNC  has  noted  some  confusion  regarding  the  appro- 
priateness of  admissions  for  short  stays  and  for  normally 
ambulatory  surgical,  diagnostic  or  therapeutic  procedures. 
Its  review  policy,  based  on  federal  guidelines,  is  that  if 
hospital-level  care  of  24  hours  or  less  is  necessary,  then 
the  patient  should  not  be  admitted  under  the  Prospective 
Payment  System  (DRG  payment).  Rather  the  patient  should 


be  handled  as  an  ambulatory  case  or  short-stay  admission 
and  billed  under  Medicare  Part  B. 

Generally,  patients  should  not  be  admitted  for  proce- 
dures on  MRNC's  Ambulatory  Surgery  List,  unless  during 
the  post-procedure  observation  period  a  complication  arises 
requiring  inpatient  care.  Predisposing  medical  or  social 
factors  for  increased  surgical  risk  do  not  automatically 
justify  admission  for  such  procedures  unless  during  the 
postoperative  period  a  need  for  prolonged  hospital  care  of 
greater  than  24  hours  becomes  apparent  and  is  docu- 
mented. Likewise,  if  a  patient  is  seen  in  the  Emergency 
Department  or  clinic  and  the  need  for  admission  is  not 
completely  clear,  a  potentially  inappropriate  admission  — 
one  that  could  be  denied  on  review  —  should  be  avoided, 
and  the  patient  should  be  managed  or  observed  on  an 
outpatient  status  for  up  to  24  hours  while  the  need  for 
admission  clarifies  itself. 

This  policy  does  not  require  that  the  hospital  establish 
a  separate  observation  unit.  The  patient  could  be  managed 
using  normal  hospital  facilities,  but  handled  administra- 
tively as  an  ambulatory  patient  for  billing  purposes  during 
the  short  stay  or  observation  period.  D 


Call  for  Nominations 
John  Huske  Anderson  Award 

North  Carolina  Medical  Society  members  are  invited 
to  submit  nominations  for  the  John  Huske  Anderson 
Award,  "presented  to  those  laymen  whose  contribu- 
tions have  had  a  positive  impact  on  the  medical  profes- 
sion and  the  public  health  in  the  manner  exemplified 
by  John  Huske  Anderson." 

Recognition  of  award  recipients  shall  include  a  per- 
manent plaque  to  be  displayed  at  the  headquarters  of 
the  Medical  Society  in  Raleigh. 

Nominations  should  consist  of  a  letter  and  any  ap- 
propriate supporting  documents,  and  should  be  sent  by 
February  27  to: 

The  John  Huske  Anderson  Award 

Executive  Committee 

North  Carolina  Medical  Society 

222  N.  Person  St. 

Raleigh  27611 
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Now  America's 

oldest  professional 

liability  insurer 

has  come  to 
North  Carolina. 


The  newest  professional  liability 
insurer  in  North  Carolina  is  the 
oldest  in  the  nation.  The  Medical 
Protective  Company  pioneered 
the  concept  of  professional  pro- 
tection before  the  turn  of  the 
century  and  has  been  serving 
doctors  exclusively  ever  since. 
Through  good  times  and  bad. 

With  the  current  liability  crisis 
escalating,  you  need  to  take  a 
close  look  at  your  coverage  and 
the  company  that  stands  behind 
it.  Then  take  a  close  look  at  us. 
You'll  see  we  carry  the  highest 


rating  from  A.M.  Best,  the  firm 
that  tracks  the  financial  stability 
of  insurance  companies  nation- 
wide. Beyond  that,  you'll  find 
complete  protection  at  premium 
rates  that  are  likely  lower  than 
you're  currently  paying.  Plus 
the  personal  attention  and 
claims  prevention  assistance 
you  deserve. 

Contact  Stu  Mitchelson  today  at 
704/541-8020.  He's  the  oldest 
company's  representative  in  its 
newest  state.  And  he's  here  to 
serve  you. 


If! 


iiiiia 


Stuart  Mitchelson,  P.O.  Box  13489 
Charlotte,  North  Carolina  28211,  (704]  541-8020 


SCIENTIFIC  ARTICLE 

Pituitary  Tumors  in  Eastern  North  Carolina 


George  Crawley,  M.S.,  and  William  W.  Fore,  M.D. 


•  A  review  of  the  pituitary  surgical  experience  of  Eastern  Carolina 
Neurosurgical  Associates,  Inc. 


PITUITARY  tumors  are  not  uncommon.  One  unselected 
autopsy  study  found  pituitary  tumors  in  27%  of  those 
studied.'  Even  though  not  all  of  these  tumors  cause  prob- 
lems, many  patients  do  become  symptomatic  and  many 
times  the  cause  of  their  symptoms  is  not  recognized  until 
the  tumors  are  large  and/or  the  endocrine  abnormalities 
are  far  advanced.  Small  pituitary  tumors  can  be  treated 
medically  or  by  a  less  disfuguring  and  safer  transsphen- 
oidal approach.  Early  diagnosis  and  transsphenoidal  sur- 
gery are  frequently  associated  with  normal  postoperative 
endocrine  function,  especially  if  the  neurosurgeon  can  leave 
a  portion  of  normal  pituitary  tissue  in  place. 

The  technique  of  transsphenoidal  surgery  for  pituitary 
resection  has  been  an  available  therapeutic  option  at  Pitt 
County  Memorial  Hospital  (PCMH)  since  1976.  Since  that 
time,  48  patients  from  eastern  North  Carolina  have  had 
surgery  for  pituitary  adenomas.  Recent  interest  in  the  med- 
ical treatment  of  pituitary  adenoma  and  questions  about 
the  efficacy  of  surgery  in  producing  long-term  cure  led  us 
to  review  our  experience  with  pituitary  surgery  at  PCMH. 
We  have  suspected  for  some  time  that  our  patients  have 
more  advanced  tumors  than  those  reported  in  other  hos- 
pitals.--^ Our  study  compares  our  experience  to  that  of 
others. 

Methods 

Data  were  obtained  by  chart  review  of  all  patients  who 
have  undergone  pituitary  surgery  at  PCMH  since  1976. 
All  the  surgery  was  performed  by  Eastern  Carolina  Neu- 
rosurgical Associates  (ECNA).  We  identified  48  patients 
representing  49  operations  over  the  last  10  years.  There 
were  27  women  and  21  men  in  our  series  and  42%  were 
black.  The  average  age  of  the  patients  was  48  years,  with 
a  range  from  14  to  82  years.  Patients  who  had  not  been 
seen  in  the  past  two  years  were  asked  their  health  status 
including  any  currently  used  medications.  We  sent  out  22 
letters  and  received  17  responses;  five  patients  were  not 
available  for  accurate  follow-up. 

Results 

Using  their  preoperative  endocrine  evaluations,  we  could 
classify  our  patients  as  hyperfunctional  (prolactinoma,  ac- 
romegaly. Cushmg's),  normal  endocrine  function,  or  hy- 
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pofunctional.  Forty  percent  of  the  tumors  were  hyper- 
functional, 30%  were  hypofunctional,  and  26%  had  no 
detected  endocrine  abnormality.  Most  patients  in  the  hy- 
pofunctional category  showed  clinical  signs  of  panhypo- 
pituitarism that  were  mentioned  in  their  chart  records,  al- 
though in  some  cases  this  was  not  documented  by 
preoperative  laboratory  work,  especially  the  earlier  cases 
from  1976  to  1980  when  prolactin,  human  growth  hormone 
(HGH).  and  adrenocorticotropic  hormone  (ACTH)  assays 
were  not  as  readily  available. 

Our  patients  presented  most  often  with  visual  difficulty 
(47%)  and  headache  (33%)  (table  1).  Vision  problems 


Table  1 

1 

Pituitary  Tumor  Patients  —  Presenting  Symptoms  and  Signs 

%  of  Pts. 

with  Symfjtoms' 

Visual  Symptoms 

46% 

Headache 

33% 

Amenorrhea  and/or  Galactorrhea 

19% 

Weakness 

19% 

Gynecomastia  and/or  Impotence 

6% 

Diabetes  Mellitus  and 

6% 

Hypertension 

Acral  Enlargement 

4% 

Other  (Sinusitis,  Dyspnea. 

6% 

Incidental  Sellar  Enlargement) 

■Patients  often  had  more  than  one  symptom. 

included  temporal  hemianopsia,  "deteriorating"  vision, 
diplopia,  and  visual  field  cuts.  The  combination  of  visual 
difficulty  with  a  functioning  pituitary  tumor  was  uncom- 
mon; only  two  of  our  patients  who  presented  with  visual 
symptoms  had  evidence  of  excess  hormonal  secretion.  The 
other  patients  with  visual  field  problems  had  normal  or 
hypofunctional  endocrine  status. 

Hyperprolactinemia  was  the  most  common  endocrine 
abnormality.  Twenty-four  percent  of  our  patients  showed 
symptoms  of  secondary  amenorrhea/galactorrhea  in  women 
and  gynecomastia  and/or  impotence  in  men.  Problems  due 
to  hyperadrenalism  and  growth  hormone  excess  were  less 
common,  with  only  three  patients  with  Cushing's  syn- 
drome and  four  acromegalic  patients  identified. 

Of  the  49  operations,  37  (74%)  were  performed  by  the 
transsphenoidal  route  and  12  (26%)  by  transfrontal  cran- 
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iotomy.  Transsphenoidal  surgery  was  the  procedure  of 
choice  unless  a  contraindication  existed.  The  indications 
for  transsphenoidal  surgery  are:  ( 1 )  tumors  confined  to  the 
sella  turcica;  (2)  tumors  associated  with  cerebrospinal  rhi- 
norrhea  or  pituitary  apoplexy;  (3)  tumors  with  sphenoid 
sinus  extension;  (4)  patients  with  paracentral  scotoma;  (5) 
pituitary  adenomas  with  suprasellar  extension  confined  to 
midline. 

Transfrontal  craniotomy  was  associated  with  a  higher 
morbidity  and  longer  hospital  stay  averaging  16.2  days, 
while  transsphenoidal  patients  averaged  only  8.8  days  in 
the  hospital.  Of  the  twelve  patients  with  transfrontal  sur- 
gery, six  had  complications.  Two  patients  have  permanent 
diabetes  insipidus  from  impairment  of  antidiuretic  hor- 
mone secretion,  and  one  of  these  patients  also  had  cere- 
brospinal fluid  rhinorrhea  (CSF  leak)  which  was  treated 
conservatively.  Two  patients  suffered  bone  flap  necrosis. 
One  patient  had  oculomotor  nerve  damage  and  another  had 
olfactory  nerve  damage. 

The  one  death  listed  in  our  transsphenoidal  series  (table 
2)  was  from  pulmonary  embolus  six  days  postoperatively. 
One  patient  hemorrhaged  from  the  right  cavernous  sinus 
and  subsequently  lost  an  estimated  3,000  ml  of  blood  be- 
fore hemostasis  was  achieved.  A  case  of  meningitis  oc- 
curred in  the  same  patient  who  suffered  permanent  diabetes 
insipidus,  and  this  patient  also  exhibited  CSF  leak. 

We  identified  five  women  with  preoperative  prolactin 
£200  ng/ml.  Postoperatively,  two  women  achieved  nor- 
mal prolactin  levels  and  two  remained  hyperprolactinemic. 
One  woman  has  not  had  a  postoperative  prolactin  deter- 
mination. Clinically,  the  two  women  with  normal  prolactin 
values  and  the  one  without  postoperative  prolactin  deter- 
mination have  resumed  irregular  menses  and  their  galac- 
torrhea has  resolved.  One  woman,  who  remains  hyper- 
prolactinemic, has  resumed  menses  but  still  has 
galactorrhea.  The  other  hyperprolactinemic  patient  contin- 
ues to  have  amenorrhea/galactorrhea.  Patients  who  have 
microadenomas  and  a  preoperative  prolactin  level  s200 
ng/ml  have  the  highest  surgical  cure  ratio.*'' 

Six  men  and  four  women  were  identified  with  preop- 
erative prolactin  in  excess  of  200  ng/ml.  Only  one  man 
has  a  normal  postoperative  PRL  from  this  group.  The  four 
women  have  remained  amenorrheic,  but  galactorrhea  has 
resolved  in  three  of  them.  A  preoperative  prolactin  level 
of  <200  ng/ml  is  associated  with  an  increased  cure  ratio, 
compared  to  patients  with  a  preoperative  level  of  >200 
ng/ml.'" 


Table  2 

Transsphenoidal  Complications 

ENA 

%          # 

2.  3.  4.  5 
Other  Series 

Death 

Meningitis 

Hemorrhage 

CSF  Leak 

Permanent  diabetes  insipidus 

Transient  diabetes  insipidus 

2.7 
2.7 
2.7 
8.1 
2.7 
21.6 

(1) 
(1) 
(1) 
(3) 
(1) 
(8) 

0.4  -  2.7% 
0.49-  2.0% 
0.49-  4.0% 
1.47-  6.4% 
2.4-  5.6% 
3.6-28.0% 

#Patients 

37 

825 

Acromegaly  was  identified  in  four  patients.  Three  of 
these  patients  now  have  normal  HGH  levels,  while  the 
fourth  has  a  moderately  elevated  HGH  level  (12.4  ng/ml). 

Cushing's  disease  was  found  in  three  patients.  Two  are 
in  remission,  while  the  third  retains  an  elevated  ACTH 
level  and  has  recently  undergone  Bragg  peak  proton-beam 
irradiation  to  the  sella. 

Seventeen  of  our  23  patients  who  presented  with  visual 
deficits  have  improved  vision,  while  six  noted  no  im- 
provement. None  of  these  patients  suffered  further  loss  of 
vision  after  surgery.  This  indicates  that  the  earlier  one 
realizes  that  a  pituitary  tumor  is  responsible  for  visual  loss, 
the  better  the  prognosis. 

Discussion 

We  found  some  significant  differences  between  our 
cases  and  other  published  series:  ( 1 )  patients  with  pituitary 
tumors  in  eastern  North  Carolina  have  larger  tumors  than 
most  such  patients;  and  (2)  our  percentage  of  patients  pre- 
senting with  visual  deficits  is  more  than  double  that  of 
other  series.-  -'  Patients  with  visual  deficits  are  those  whose 
tumors  compress  or  involve  the  optic  apparatus  by  extra- 
sellar  extension.  We  feel  this  symptom  to  be  caused  by  a 
delay  in  diagnosis.  Is  the  delay  due  to  characteristics  of 
our  patient  population? 

We  looked  at  socioeconomic  reasons  to  explain  this 
increased  incidence  of  large  tumors.  Our  patients  are  from 
a  predominantly  rural  area,  although  83%  came  from  the 
larger  towns  in  eastern  North  Carolina  with  better  access 
to  physicians  than  many  eastern  counties. 

Only  61%  of  the  patients  or  their  spouses  were  em- 
ployed; only  43%  had  health  insurance  coverage.  Our  pa- 
tients reflected  the  racial  mix  of  eastern  North  Carolina. 
As  a  group,  our  patients  are  different  socioeconomically 
from  most  of  the  reported  series  from  metropolitan  areas 
and  do  represent  a  group  that  will  visit  physicians  less 
often  than  insured  neighbors. 

What  are  the  problems  associated  with  late  diagnosis? 
One  of  the  major  problems  is  that  the  surgeon  must  operate 
on  very  large  tumors  by  transfrontal  craniotomy  instead 
of  the  safer  and  less  disfiguring  transsphenoidal  surgery. 
The  percentage  of  transfrontal  craniotomies  performed  at 
PCMH  is  10  times  higher  than  that  at  Wilson  in  San  Fran- 
cisco.- 

The  second  major  problem  is  loss  of  vision.  Earlier 
reviews  of  the  ocular  manifestations  of  pituitary  disease 
found  a  higher  incidence  of  visual  problems  than  present 
in  our  series.'"  Visual  problems  occurred  in  47%  and  are 
comparable  with  the  patient  series  collected  by  Wray  be- 
tween 1974  and  1975  (44%),'-  but  much  higher  than  a 
consecutive  review  of  patients  in  Montreal,  Canada  be- 
tween 1976  and  1981  (12%)."  Anderson  strongly  makes 
the  point  that  the  role  of  the  ophthalmologist  in  this  disease 
is  changing.  He  recommends  that  an  ophthalmologist  be 
willing  to  question  patients  about  reproduction  and  sexual 
dysfunction,  examine  the  patients  before  turning  off  the 
room  lights  for  eye  examination,  and  perform  visual  fields 
in  the  evaluation  of  patients  with  headache.'-' 

Our  patients  with  hypopituitarism  give  special  cause  for 
concern.  Since  the  clinical  symptoms  and  signs  point  to 
the  patient's  problem,  the  tumor  causing  the  hypopitui- 


'i:i 


February  1987,  NCMJ 


65 


Table  3 

Symptoms  of  Hypopituitarism 


Deficiency 


Clinical  Manifestation 


HGH 
LH,  FSH 


TSH 
ACTH 


3-lipotropin  (pLPH) 


Fasting  hypoglycemia 
Loss  of  sexual  hair;  oligomenorrhea; 
amenorrhea,  •^  libido;  loss  of  firmness 
or  testicular  size,  i  m  facial  hair 
Hypothyroidism  with  normal  or  low  TSH 
Loss  of  axillary  hair  in  females; 
hypotension;  history  of  difficult  recovery 
from  surgical  stress 
Decreased  pigmentation 


tarism  might  be  discovered  early  enough  that  permanent 
visual  deficit  or  a  disfiguring  transfrontal  craniotomy  could 
be  avoided. 

We  believe  that  area  physicians  and  ophthalmologists 
should  consider  pituitary  tumors  earlier  in  their  differential 
diagnosis  when  seeing  patients  who  present  with  some 
symptoms  of  hypopituitarism  (table  3),  Alertness  to  symp- 
toms of  hypopituitarism  helps ,  but  half  of  our  patients  with 
tumors  large  enough  to  compress  the  optic  nerve  had  no 
endocrine  deficit. 

Continued  compression  of  normal  pituicytes  by  tumor 
will  lead  to  secondary  hypothyroidism.  This  condition  has 
many  of  the  same  clinical  features  as  primary  hypothy- 
roidism (cold  intolerance,  dry  scaly  skin  and  hair,  lethargy, 
constipation,  etc),  but  there  are  a  few  clues  that  suggest 
secondary  hypothyroidism.  In  women,  a  history  of  amen- 
orrhea instead  of  menorrhagia  is  suggestive  of  hypothy- 
roidism due  to  a  tumor  because  of  earlier  loss  of  gonad- 
otropins. Most  importantly,  patients  with  symptoms  and 
signs  of  hypothyroidism  have  low  or  normal  serum  thy- 
roid-stimulating hormone  (TSH)  levels.  A  serum  TSK  as- 
say is  mandatory  to  confirm  that  a  pituitary  tumor  is  not 
the  cause  of  the  hypothyroid  state.  These  clues  should  alert 
the  clinician  to  the  possibility  of  a  pituitary  tumor. 

Patients  who  have  lost  ACTH  function  generally  have 
tumors  large  enough  to  produce  other  symptoms  such  as 
headache,  visual  field  deficits,  and  deficiency  of  other 
anterior  pituitary  hormones.  Nevertheless,  one  patient  pre- 
sented with  acute  adrenal  insufficiency.  Weakness,  fa- 
tigue, and  orthostatic  hypotension  are  eariy  symptoms, 
albeit  vague  ones.  Morning  values  of  serum  Cortisol  <10 
|i.g/dl  or  low  24-hour  urine  free  Cortisol  tests  are  suggestive 
of  adrenal  insufficiency.  Determining  the  cause  of  the  ad- 
renal failure  can  be  difficult,  but  a  rise  in  serum  Cortisol 
in  response  to  exogenous  ACTH  administration  occurs  in 


pituitary  disease.  An  acceptable  stimulation  test  procedure 
is  found  on  the  package  insert  of  the  synthetic  ACTH 
available  in  most  hospital  pharmacies. 

Conclusion 

There  are  numerous  factors  that  have  caused  this  patient 
group  to  have  larger  tumors  and  more  visual  problems. 
However,  we  want  this  review  of  our  experience  to  alert 
physicians  elsewhere  to  consider  pituitary  tumors  as  the 
source  of  symptoms  in  patients  with  headache,  visual  prob- 
lems, loss  of  libido,  and  menstrual  problems  before  the 
tumor  has  caused  irreparable  damage  to  the  optic  nerves 
or  destroyed  all  functional  pituitary  tissue.  n 
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EDITORIAL 


Catholicism  and  Ethics:  A  Reply  to  the 
Editorial  Entitled  ''Sobering  Thoughts" 


Stanley  Hauerwas,  Ph.D.,  Professor  of  Theological  Ethics 


I  have  been  asked  to  respond  to  the  editorial,  "Sobering 
Thoughts"  (Crist  et  al.  NCMJ  1986;  47:511),  as  well 
as  the  correspondence  which  that  editorial  elicited.  It  was 
thought  that  some  more  "objective"  response  might  be 
useful.  I  have  some  acquaintance  with  medical  protocols 
and,  therefore,  before  responding  to  the  substantive  issues 
raised  by  the  editorial,  I  should  establish  my  credentials 
for  providing  a  more  "objective"  reaction.  I  currently 
teach  theology  and  ethics  at  the  Divinity  School  at  Duke 
University.  I  have  taught  at  the  University  of  Texas  Med- 
ical Branch  at  Galveston  as  well  as  lectured  at  other  med- 
ical schools  and  medical  conventions.  I  have  done  work 
in  the  philosophy  and  history  of  medicine  as  well  as  med- 
ical ethics.  I  have  recently  published  a  book.  Suffering 
Presence  (University  of  Notre  Dame,  1986),  which  deals 
with  medicine  from  a  theological  perspective.  Though  I 
am  a  Protestant  I  taught  in  the  Department  of  Theology 
at  the  University  of  Notre  Dame  for  fourteen  years.  Though 
my  time  at  Notre  Dame  may  seem  to  qualify  my  ability 
to  be  objective,  I  think  it  helped  me  appreciate  what  an 
extraordinarily  diverse  and  rich  tradition  and  community 
Catholicism  represents. 

I  must  say,  however,  I  find  the  editorial  blatantly  anti- 
Catholic.  I  suspect  such  anti-Catholicism  derives  more 
from  ignorance  than  from  clear  anti-Catholic  prejudice. 
North  Carolina  has  fewer  Catholics  than  any  state  in  the 
Union.  Those  of  us  raised  as  Southerners  often  have  little 
experience  and/or  knowledge  of  individual  Catholics  and 
even  less  of  the  Catholic  Church  as  an  institution.  As  a 
result,  it  is  easier  to  attribute  power  and  attitudes  to  Cath- 
olics that  in  fact  are  not  the  case  exactly  because  we  do 
not  know  them. 

I  can  say  that  the  view  of  Catholicism  in  the  editorial 
is  simply  blatantly  false.  The  Catholic  Church  is  certainly 
no  monolith  in  which  the  Vatican  sets  policy  that  becomes 
marching  orders  for  bishops,  much  less  individual  Cath- 
olics. I  saw  many  times  activities  and  events  sponsored  at 
Notre  Dame  anger  the  local  bishop,  but  he  knew  well  that 
he  should  not,  and  he  did  not,  intervene.  That  is  not  to 
say  that  the  Catholic  Church  does  not  have  clear  moral 
statements  about  contraception  and  abortion.  Yet  even  the 
official  church  is  not  of  one  mind  about  how  those  moral 
positions  should  be  translated  into  law  and/or  policies  for 
all  societies.  Indeed,  part  of  the  internal  debate  in  the 
American  Catholic  Church  concerning  abortion  is  over  the 
difficult  issue  of  knowing  how  best  to  translate  Catholic 
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moral  attitudes  into  societal  expression  in  a  society  like 
ours.  That  is  why  many  Catholics  favor  having  an  adequate 
family  allowance  for  all  people  in  our  country  rather  than, 
or  alongside,  restrictive  laws  against  abortion. 

A  more  important  issue  raised  by  the  editorial,  however, 
has  nothing  to  do  with  Catholicism  per  se.  For  the  more 
important  issue  is  whether  any  religiously  committed  peo- 
ple are  prohibited  from  expressing  their  moral  convictions 
politically  if  those  convictions  are  correlative  to  their  re- 
ligious beliefs.  These  are  extremely  complex  matters,  both 
socially  and  legally  in  our  society,  but  at  least  we  should 
be  clear  about  some  things.  Most  importantly,  it  should 
be  acknowledged  that  there  is  nothing  in  the  Constitution 
that  prohibits  religious  people  and/or  groups  from  trying 
to  influence  our  government.  Our  Constitution  does  not, 
as  is  often  alleged,  erect  a  wall  of  separation  between 
church  and  state.  That  is  not  a  phrase  in  the  Constitution. 
Neither  the  disestablishment  clause  nor  the  freedom  of 
religion  clause  prohibits  religious  bodies  per  se  from  po- 
litical involvement.  How  the  disestablishment  of  religion 
in  our  Constitution  is  always  to  be  harmonized  with  the 
freedom  of  religion  is  not  easily  resolved.  What  should  be 
clear,  however,  is  that  religious  convictions  do  not  dis- 
qualify one  from  being  an  active  citizen. 

For  example,  1  certainly  hope  that  Catholics  will  con- 
tinue to  support  the  sanctuary  movement  in  the  south- 
western part  of  the  United  States.  Moreover,  I  think  the 
Catholic  Church  has  shown  extraordinary  sensitivity  to  the 
problem  of  how  we  are  to  treat  justly  the  illegal  immigrants 
who  have  been  used  in  this  country  to  provide  cheap  labor. 
In  no  way  do  I  wish  to  prejudge  how  as  a  society  we 
should  finally  resolve  these  issues,  but  at  the  very  least  I 
would  not  want  the  Catholic  witness  in  these  respects  to 
be  disqualified  because  they  are  Catholic. 

The  other  set  of  important  issues  raised  by  the  editorial 
that  bear  much  more  discussion  are,  of  course,  those  deal- 
ing with  birth  control  or,  as  the  editorial  puts  it,  with  "the 
patient's  right  to  reproductive  freedom."  I  should  like  to 
point  out  that  the  latter  phrase  is  question-begging  as  it  is 
by  no  means  clear  that  our  society  in  fact  believes  in  an 
unexceptional  right  of  reproductive  freedom.  Sterilization 
is  still  on  the  books  in  many  states.  Would  the  authors  of 
"Sobering  Thoughts"  support  the  "right  of  reproductive 
freedom"  for  mentally  handicapped  people  who  want  to 
have  children?  Again  I  do  not  wish  to  prejudge  this  issue, 
though  as  one  long  associated  with  agencies  committed  to 
the  care  of  the  mentally  handicapped,  I  think  the  issue  is 


67 


by  no  means  as  straightforward  as  many  think.  Rather  all 
I  wish  to  indicate  is  that  phrases  such  as  "right  to  repro- 
ductive freedom' '  often  cover  over  issues  that  require  much 
fuller  examination. 

In  fact  no  policy,  law,  or  people  in  our  society  prevent 
women  from  securing  birth  control  if  they  want  it.  As  far 
as  I  know  there  is  no  organized  attempt  on  the  part  of 
Roman  Catholics  or  anyone  else  in  our  society  to  try  to 
outlaw  the  sale  of  condoms  and/or  the  pill.  I  certainly 
know  of  no  organized  campaign  of  Roman  Catholics  against 
the  lUD.  There  has  been  a  discussion  among  Catholic 
moral  theologians  concerning  whether  the  lUD  ought  to 
be  understood  as  a  contraceptive  or  abortive  device  but, 
as  far  as  I  know,  that  issue  has  not  been  resolved. 

There  are.  however,  very  troubling  issues  involved  in 
questions  of  whether  the  government  should  positively 
encourage  women  to  use  birth  control.  This  is  true  even 
if  such  encouragement  involves  only  providing  birth  con- 
trol information  and/or  devices.  This  is  particularly  the 
case  if,  as  the  authors  of  the  editorial  obliquely  suggest, 
such  information  is  or  should  be  aimed  at  population  con- 
trol. For  as  has  often  been  pointed  out  in  the  literature 


concerning  the  ethics  of  such  policy,  what  is  some- 
times done  in  the  name  of  population  control  is  in  fact  an 
attempt  to  target  certain  populations  unjustly.  That  is  why 
many  in  the  black  community  protest  against  those  who 
seem  so  concerned  to  "help"  blacks  secure  abortions.  In 
a  racist  society  such  as  ours,  a  governmental  program 
targeted  at  helping  poor  women  have  abortions  can  appear 
as  threatening  genocide.  Whites  tend  to  react  to  such  a 
suggestion  in  unbelief,  but  if  we  had  suffered  from  racism 
we  might  well  view  the  matter  quite  differently. 

I  am  in  no  way  suggesting  that  governments  should  be 
prohibited  from  having  a  proper  concern  with  population 
growth.  Rather  I  am  only  suggesting  that  a  much  finer 
grain  of  moral  analysis  is  required  than  that  provided  by 
the  authors  of  "Sobering  Thoughts."  I  have  to  confess 
that  Senator  Helms  is  a  long  way  from  my  favorite  senator, 
but  we  will  make  little  headway  on  understanding  these 
issues  morally  if  we  begin  with  political  name-calling  and/ 
or  fanciful  political  intrigue.  If  an  editorial  like  "Sobering 
Thoughts"  is  an  occasion  for  us  to  begin  to  think  soberly 
about  these  issues  then  perhaps  some  good  will  have  been 
done.  □ 
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EDITORIAL 


Are  We  Winning  the  War  Against  Cancer? 


R.  Wayne  Rundles,  M.D. 


IN  May  1986,  John  Bailar  and  Elaine  Smith  of  the  De- 
partment of  Biostatistics.  Harvard  School  of  Public 
Health,  published  a  report  in  the  New  England  Journal  of 
Medicine  posing  the  general  question,  '"Are  we  winning 
the  war  against  cancer?"'  Using  one  statistical  yardstick 
—  the  age-adjusted  mortality  rate,  which  adjusts  for  changes 
in  age  distribution  as  well  as  in  population  size  —  and 
combining  all  cancer-related  deaths  together,  they  found 
that  the  overall  mortality  from  cancer  during  the  years 
1950  to  1982  had  increased  by  8.5%.  This  increase  in 
mortality  had  occurred  during  a  period  of  particularly  in- 
tense research  and  investigative  effort.  While  admittedly 
there  had  been  noteworthy  improvements  in  the  control  of 
the  less  common  types  of  cancer,  better  palliation,  and 
some  extension  of  life  in  those  under  65.  the  war  against 
cancer  in  their  opinion  was  only  a  qualified  success.  They 
suggested  that  the  amount  of  progress  in  cancer  control 
had  been  overstated  and  that  research  emphasis  should  be 
shifted  from  the  treatment  of  cancer  to  its  prevention. 

The  Bailar-Smith  analysis  and  recommendation  was  not 
what  the  National  Cancer  Institute,  the  American  Cancer 
Society,  and  many  private  investigators  and  practitioners 
wanted  to  hear.  Interested  parties  were  quick  to  make 
rebuttals  and  in  a  recent  issue  of  the  New  England  Jinirnal 
of  Medicine  12  letters  to  the  editor  dissected  the  unsettling 
finding  and  interpretations  in  detail.  This  debate  promises 
to  continue,  since  it  appears  that  "where  you  stand  depends 
on  where  you  sit." 

The  war  against  cancer  was  more  or  less  officially  de- 
clared when  Richard  Nixon  signed  the  National  Cancer 
Act  in  late  1971.  This  act  abruptly  increased  funds  allo- 
cated to  the  National  Cancer  Institute  for  the  support  of 
basic  and  clinical  research,  created  a  network  of  compre- 
hensive cancer  centers  about  the  country  and  initiated 
"outreach  control"  programs.  An  expansion  of  Institute 
programs  had  been  advocated  for  more  than  10  years  by 
the  medical  lobby  (a  group  of  politically  oriented  medical 
and  scientific  leaders),  the  American  Cancer  Society.  In- 
stitute officials  and  others  interested  in  cancer. 

A  controversial  budget  bypass  mechanism  was  arranged 
to  avoid  budgetary  excisions  and  tedious  negotiations  with 
other  worthy  claimants  and  branches  of  the  National  In- 
stitutes of  Health.  Recommendations  for  supporting  the 
National  Cancer  Institute  were  to  be  presented  directly  to 
the  President  by  a  three-member  advisory  panel.  This  spe- 
cial budgetary  treatment,  and  misgivings  that  the  Institute 
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expansion  represented  a  premature  and  lopsided  emphasis 
on  one  group  of  categorical  diseases,  ruffled  the  feelings 
of  a  number  of  influential  scientists,  commentators  and 
administrators.  They  tended  to  be  critical  of  many  of  the 
programs  carried  out  during  the  following  15  years,  par- 
ticularly the  large-scale  screening  of  chemicals  and  biol- 
ogic agents  for  anti-tumor  activity,  the  development  of 
large  clinical  cooperative  groups  to  evaluate  different  agents 
and  treatment  regimens,  and  cancer  control  efforts  that 
involved  public  relations  and  public  education  activities. 
Criticism  from  the  scientific  community  was  dampened 
considerably,  though,  when  science  advisors  and  study 
group  members  at  the  Institute  continued  to  take  a  broad 
view  of  the  cancer  problem  and  gave  substantial  support 
to  basic  research  in  relevant  fields  of  biochemistry,  phar- 
macology, microbiology,  immunology,  cell  biology,  ep- 
idemiology, molecular  biology,  etc.  Over  the  years  many 
important  diagnostic  and  therapeutic  advances  were  made 
which  to  a  greater  or  lesser  extent  represented  dividends 
from  cancer  reserach:  Lymphangiography,  computed  tom- 
ographic scans,  linear  accelerators  for  radiotherapy,  agents 
to  monitor  immunologic  reactions  in  individuals  undergo- 
ing organ  transplantation,  control  of  hyperuricemia  and 
gout,  and  developments  in  the  field  of  molecular  biology 
such  as  "oncogenes,"  epithelial,  T-cell  and  platelet-de- 
rived growth  factors,  and  a  remarkable  assortment  of 
monoclonal  antibodies  now  employed  as  essential  reagents 
in  AIDS  and  other  research  areas. 

The  Bailar-Smith  Analysis:  Lung  Cancer 
and  Other  Factors 

Virtually  all  commentators  on  the  Bailar-Smith  analysis 
of  the  1950  to  1982  cancer  mortality  statistics  regard  their 
view  of  progress  as  being  unduly  pessimistic.  Using  only 
the  age-adjusted  death  rate  and  combining  all  types  of 
cancer  together  obscures  many  important  findings.  The 
major  failure  in  the  cancer  program,  as  everyone  recog- 
nizes, concerns  cancer  of  the  lung.  During  the  past  35 
years  the  mortality  from  this  self-induced,  preventable  dis- 
ease has  increased  250%.  In  the  U.S.,  mortality  has  begun 
to  fall  in  men,  but  it  continues  to  increase  in  women.  If 
lung  cancer  were  excluded  from  the  calculations,  the  over- 
all age-adjusted  1950  to  1982  mortality  from  cancer  would 
not  be  an  increase  of  8.5%  but  a  decrease  of  13%.  It  is 
evident  that  economic  and  political  forces  have  prevented 
any  real  war  from  being  waged  against  lung  cancer  and 
allowed  only  a  half-hearted  skirmish. 

Screening  programs  in  the  U.S.  have  detected  lung  can- 
cer at  an  eariier  stage,  which  may  lead  to  some  improxe- 
ment  in  survival  after  surgery.  Small  cell  tumors  respond 
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temporarily  to  aggressive  chemotherapy  but  overall  mor- 
tality in  any  case  has  not  been  reduced.  There  is  no  reason 
to  think  that  statistics  have  been  influenced  by  diagnostic 
errors  or  changes  in  pathologic  criteria.  Cancer  is  increas- 
ing most  rapidly  worldwide  in  developing  countries  where 
there  has  been  a  dramatic  increase  in  the  consumption  of 
tobacco  products.  The  use  of  tobacco  increases  the  inci- 
dence of  many  types  of  cancer  in  addition  to  those  of  the 
lung,  particularly  those  that  originate  in  the  mouth,  throat, 
esophagus,  bladder,  kidney  or  pancreas.  In  Shanghai 
County.  China,  cancer  was  the  sixth  leading  cause  of  death 
in  1960.  Twenty  years  later  it  had  become  number  one. 
The  incidence  of  cancer  of  the  stomach  during  the  last 
50  years  has  fallen  by  65-70%.  This  is  generally  attributed 
to  improvements  in  food  preservation  and  in  dietary  habits. 
The  mortality  and  five-year  survival  rates  for  carcinoma 
of  the  breast  in  women  have  been  relatively  stable,  and 
statistics  have  not  yet  been  influenced  by  notable  improve- 
ments in  early  diagnosis,  the  development  of  more  ac- 
ceptable surgical  procedures,  effective  radiotherapy,  im- 
proved hormone  therapy  and  chemotherapy.  The  mortality 
from  cervical  cancer  has  declined  dramatically  in  countries 
where  there  are  well  organized  cytologic  screening  systems 
and  well  trained  practitioners. 

The  mortality  from  colorectal  carcinoma  has  declined 
slowly  over  the  course  of  several  years,  due  mostly  to  the 
earlier  detection  and  better  management  of  rectal  tumors. 
Carcinomas  of  the  colon  grow  slowly  but  are  still  not 
recognized  as  a  rule  until  they  have  produced  gross  bleed- 
ing from  the  GI  tract  or  obstruction.  Earlier  diagnosis  and 
more  effective  treatment  would  be  promoted  by  giving 
closer  attention  to  individuals  at  higher  risk,  those  over 
the  age  of  45  with  a  positive  family  history  of  polyps, 
colorectal  carcinoma,  recurrent  gastrointestinal  disturb- 
ances or  positive  tests  for  occult  blood  in  the  stool. 

In  the  1970s  investigators  in  the  fields  of  comparative 
pathology  and  epidemiology  popularized  the  idea  that  80- 
90%  of  cancers  were  caused  by  environmental  factors, 
which  might  be  identified  and  dealt  with  by  large-scale 
"test  and  ban"  procedures.  This  idea  has  fallen  into  dis- 
repute. The  environment  they  defined  turned  out  to  be 
both  endogenous  and  exogenous,  too  inclusive  and  poorly 
defined  to  provide  a  basis  for  definitive  investigation.  Air 
pollution,  chemical  wastes  in  dump  sites  and  ground  water, 
occupational  exposures,  etc.,  were  alleged  to  be  etiolog- 
ically  important  in  from  3%  to  75%'  of  cancers.  As  better 
information  accrued,  the  lower  numbers  seemed  to  be  more 
reasonable.  Some  chemicals,  such  as  vinyl  chloride  and 
monomers  used  in  the  plastic  industry  and  benzol  used  in 
manufacturing  rubber  goods,  have  been  engineered  out  of 
the  workers'  environment.  Others,  such  as  the  potent  car- 
cinogen anatoxin,  which  contaminates  com  products  and 
peanuts  on  occasion,  are  more  difficult  or  impossible  to 
eliminate  and  for  practical  purposes  can  only  be  controlled 
to  an  arbitrary  "tolerance." 

Speculations  regarding  the  relationships  of  dietary  and 
nutritional  habits  to  cancer,  beyond  recognizing  the  im- 
portance of  specific  deficiencies,  are  necessarily  based  on 
soft  data.  Guidelines  for  a  prudent  diet  can  be  recom- 
mended, however,  since  they  have  definite  merit  in  the 
prevention  of  cardiovascular  and  other  diseases  and  entail 


no  risk.  "Chemopreventive"  agents  for  cancer  are  still  in 
a  "star  wars"  stage  of  development. 

Looking  Ahead 

Bailar  and  Smith  have  performed  a  useful  service  in 
calling  attention  to  the  fact  that  much  of  the  cancer  problem 
has  not  been  solved,  and  that  signs  of  progress  have  been 
disappointing  to  some.  The  National  Cancer  Institute's 
goal  of  reducing  cancer  mortality  by  50%  by  the  year  2000 
is  a  laudable  hope  but  one  that  is  not  supported  by  statistical 
trends.  In  most  forms  of  cancer  there  is  a  long  latency 
period,  and  achieving  the  stated  goal  by  the  year  2000 
would  require  an  almost  instant  reduction  in  cigarette 
smoking,  a  compliant  public  and  the  development  of  ex- 
ceptional professional  expertise.  There  is  no  realistic  rea- 
son to  think  that  all  of  these  will  materialize  by  request. 

The  recommendation  that  cancer  control  emphasis  be 
shifted  in  a  major  way  to  cancer  prevention  ignores  the 
substantial  support  already  being  given  to  this  field.  A 
major  impediment  to  planning  additional  cancer  prevention 
activities,  furthermore,  is  that  there  are  simply  no  rational, 
scientific  leads  at  this  time  as  to  how  to  prevent  brain 
tumors,  leukemia,  lymphoma,  myeloma,  hepatoma,  mel- 
anoma, sarcomas,  kidney  tumors,  endocrine  tumors,  or 
carcinoma  of  the  pancreas,  ovary  or  prostate. 

There  is  increasing  agreement  that  the  traditional  warn- 
ing signs  of  cancer  should  be  modernized  to  emphasize 
constellations  of  habits,  signs  and  symptoms  that  in  an 
individual  of  a  given  age,  sex  and  genetic  background  may 
be  particularly  significant  (see  table  1).  In  this  format  item 
1.  for  instance,  relates  to  the  well-known  respiratory  tract 
hazard  of  cigarette  smoke,  and  item  2  to  the  local  effects 
of  tobacco  on  oral  tissues.  Item  3  summarizes  the  signs, 
symptoms  and  circumstances  that  should  arouse  suspicion 
of  breast  tumor  in  women.  In  item  5  the  symptoms  and 
demographic  data  outlined  relate  to  a  crucial  matter,  the 
early  diagnosis  of  colorectal  carcinoma.  Item  6  refers  to 
bladder  and  prostate  carcinoma  in  men  past  middle-age 
and  item  7  to  carcinoma  of  the  cervix  which  investigators 


Table  1 

Warning  Signs  of  Increased  Cancer  Risk 

1 .  Habit  of  smoking  cigarettes  or  breathing  cigarette  smoke. 

2.  Habit  of  chewing  tobacco,  dipping  snuff  or  heavy  use  of 
both  alcohol  and  tobacco. 

3.  Palpable  lump  in  breast  after  end  of  menstrual  period, 
bleeding  from  the  nipple,  breast  discomfort  in  women  over 
40,  especially  In  those  with  a  family  history  of  breast  car- 
clnoma. 

4.  Frequent  sunburn;  change  In  size,  color  or  pigmentation 
or  bleeding  from  any  skin  lesion. 

5.  Recurrent  abdominal  pain,  cramps,  diarrhea,  change  in 
bowel  habits  or  blood  In  stools  In  men  or  women  over  45, 
especially  In  those  with  a  family  history  of  polyps  in  the 
colon  or  colorectal  cancer. 

6.  Increasing  difficulty  in  urination  or  blood  In  urine  In  men 
over  50. 

7.  Promiscuous  sexual  activity  In  young  women, 

8.  Obesity  In  women,  vaginal  bleeding  after  menopause. 

9.  Enlarged  lymph  nodes,  or  swelling  of  tonsil,  testis,  etc. 
10.  Chronic  cough  or  hoarseness. 
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are  showing  is  related  to  papilloma  viruses  transmitted  by 
sexual  contact. 

Winning  the  war  against  cancer  will  require  not  only 
sustained  and  sophisticated  research  and  a  high  level  of 
medical  competency,  but  education  of  the  public,  rein- 
forced by  persuasion  and  example,  which  it  is  to  be  hoped 


will  lead  to  the  adoption  of  optimal  health  habits  by  in- 
dividuals who  expect  to  have  long  and  healthy  lives. 
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the  Journal  has  a  limited  budget  for  color,  it  may  be 
a  factor  in  publishing  color  illustrations. 

Attach  to  the  two  copies  of  the  manuscript  a  cover 
letter  giving  the  address  and  telephone  number  of  the 
person  who  will  correspond  about  it,  and  address  the 
completed  communication  to  the  Editor.  Box  3910, 
Duke  University  Medical  Center.  Durham.  NC  27710. 

All  manuscripts  are  subject  to  editorial  changes.  If 
extensive  revision  is  necessary,  the  author  will  receive 
a  draft  of  the  edited  article  for  approval  before  pub- 
lication. 

Authors  interested  in  more  effective  writing  may 
find  The  Elements  of  Style  by  Strunk  and  White  and 
How  to  Write  and  Publish  a  Scientific  Paper  by  Day 
helpful. 

Kxtracled.  with  permission,  from  Virginia  Medical  with  thanks. 
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EDITORIAL 


Beyond  the  Operative  Permit 


James  P.  Weaver,  M.D. 


FEW  physicians  would  deny  that  Medicine  is  cuirently 
undergoing  significant  change.  Each  of  us  can  easily 
find  examples  to  illustrate  the  effects  of  many  forces  in 
our  daily  practices.  Where  these  forces  will  lead  us  is 
certainly  open  to  controversy.  One  point  that  continues  to 
remain  clear,  however,  is  the  continued  primacy  of  the 
physician-patient  relationship.  We  know  that  strengthen- 
ing this  invaluable  bond  will  surely  give  us  our  firmest 
anchor  in  the  stormy  waters  that  seem  to  lay  ahead. 

At  the  November  meeting  of  the  executive  committee 
of  The  North  Carolina  Medical  Society  a  resolution  was 
passed  which  is  testimony  to  the  Society's  recognition  of 
this  fact.  The  resolution  calls  for  acceptance  by  the  Society 
of  the  concept  of  the  '"Operative  Request,"  and  calls  on 
the  Society  to  encourage  the  North  Carolina  chapter  of  the 
American  Hospital  Association,  and  the  North  Carolina 
chapter  of  the  American  College  of  Surgeons,  to  adopt  the 
"Operative  Request"  as  opposed  to  the  "Operative  Per- 
mit." We  may  easily  see  how  this  relates  to  the  strength 
of  the  physician-patient  relationship  by  briefly  examining 
the  implications  and  origin  of  the  current  terminology. 

The  words  we  use  to  describe  a  thing  influence  our 
conceptof  that  thing.  Examples  of  this  would  be  "house" 
versus  "home"  or  "acquaintance"  versus  "friend."  Gov- 
ernment propaganda  frequently  uses  this  technique  to  make 
unpleasantries  seem  more  appealing,  such  as  "Federal  De- 
posit Insurance  Corporation"  instead  of  "tax."  Simply 
changing  a  word  can  open  up  a  new  horizon  in  our  con- 
ceptual awareness  of  an  event  or  thing. 

During  surgery,  the  only  formal  statement  and  docu- 
mentation of  the  physician-patient  relationship  is  the  "Op- 
erative Permit"  or  "Operative  Consent."  This  piece  of 
paper  almost  reaches  ceremonial  proportions  as  the  phy- 
sician steps  forward  with  the  familiar,  "Now  you  must 
sign  this  so  I  can  operate  on  you."  The  point  is  that  under 
current  circumstances,  physicians  are  obtaining  "permis- 
sion" to  operate  on  their  patients.  We  have  no  choice,  for 
that  is  the  label  which  the  law  has  placed  on  the  interaction 
every  time  we  have  our  patients  sign  an  "Operative  Per- 
mit." In  essence  we  are  obtaining  "permission"  to  com- 
mit a  battery,  for  the  law  demands  that  we  obtain  "per- 
mission" to  touch  another  person,  and  this  form  is 
documentation  that  we  have  obtained  that  "permission." 
The  problem  with  obtaining  an  "Operative  Permit"  or 
"Operative  Consent"  is  that  this  terminology  grew  out  of 
the  law;  it  reflects  the  adversarial  relationship  between 
parties  in  a  legal  encounter,  and  not  the  relationship  of 
shared  decision-making  which  is  more  appropriate  in  a 
medical  encounter.  Physicians  have  allowed  the  admin- 
istrators and  the  lawyers  to  create  forms  that  have  labeled 
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the  physician-patient  relationship  with  a  terminlolgy  de- 
structive to  that  relationship. 

As  a  physician,  it  is  my  duty  to  evaluate  a  patient's 
problem  and  recommend  treatment.  The  law  has  made  it 
quite  clear  that  1  should  discuss  the  possible  risks,  benefits, 
alternative  choices,  and  complications  of  my  recommen- 
dation, and  with  these  ideas  I  agree.  The  patient  does  not, 
however,  give  me  "permission"  to  assault  him,  which  is 
the  terminology  we  are  all  using  under  the  current  system. 
From  a  physician's  perspective,  and  indeed,  from  a  pa- 
tient's perspective,  it  is  more  appropriate  that  the  patient 
either  "request"  our  services  or  refuse  them.  He  or  she 
can  do  this  by  signing  an  "Operative  Request." 

The  Veterans  Administration  hospitals  have  used  an 
"Operative  Request"  since  1975,  and  in  personal  com- 
munication with  the  office  of  the  General  Counsel  of  the 
VA,  I  have  been  told  that  they  have  had  no  legal  difficulty 
with  the  "request"  form,  and  regard  it  as  "a  'consent  and 
then  some'  rather  than  something  less  than  a  consent." 
The  "Operative  Request"  fills  the  law. 

The  "Operative  Permit"  or  "Operative  Consent"  can 
be  changed  to  an  "Operative  Request"  by  simply  remov- 
ing the  word  "Permit"  or  "Consent"  everywhere  it  ap- 
pears in  the  current  form  that  your  hospital  recommends 
and  replacing  it  with  "Request."  This  single  word  change 
immediately  changes  the  flavor  of  the  physician-patient 
interaction  for  the  better.  It  stops  physicians  from  obtaining 
"permission"  to  assault  their  patients.  "Request"  is  a 
term  that  is  more  constructive  than  destructive  in  the  phy- 
sician-patient relationship.  It  frees  the  relationship  from 
the  connotation  of  antagonism  inherent  in  the  legal  jargon 
and  consequently  sets  it  in  a  more  harmonious  environ- 
ment. It  elevates  the  patient  to  a  higher  level  in  the  rela- 
tionship by  stressing  cooperative  effort  and  not  passive 
permission-giving  by  the  patient.  It  more  appropriately 
describes  the  patient  as  the  active  seeker  of  help,  rather 
than  the  physician  as  the  seeker  of  another  procedure. 
Finally,  it  may  strengthen  the  physician's  legal  position, 
for  now  the  physician  is  not  simply  getting  "permission" 
to  operate,  but  complying  with  the  patient's  "request" 
that  something  be  done. 

By  their  endorsement  of  the  "Operative  Request,"  the 
North  Carolina  Medical  Society  has  begun  again  to 
strengthen  the  essence  of  our  medical  system,  the  physi- 
cian-patient relationship.  There  is  hope  that  in  the  future, 
and  with  the  added  influence  of  the  American  Hospital 
Association  and  the  American  College  of  Surgeons,  we 
can  move  beyond  the  "Operative  Permit"  and  the  phy- 
sicians in  North  Carolina  will  no  longer  get  "permission" 
to  operate  on  their  patients  but  rather  a  "request"  for 
surgery.  □ 
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LEARNING  EXPERIENCES  FROM  UNC 

Heparin  Induced  Hyperkalemia 


Franklin  W.  Maddux,  M.D. 


LISTENING  to  the  housestaff  discuss  a  patient  recently, 
I  was  reminded  of  a  particularly  valuable  Pearl  prof- 
fered by  a  faculty  member  several  years  ago. 

Medical  Pearls  Day  is  an  annual  event  in  which  the 
graduating  medical  school  class  asks  selected  faculty  mem- 
bers to  leave  them  with  a  parting  piece  of  medical  wisdom. 
A  hepatologist  came  to  mind.  He  was  and  is  an  engaging 
faculty  member  who  is  perennially  asked  to  give  a  snippet 
of  his  medical  knowledge.  His  point  this  day  was  simply 
that  while  evaluating  liver  function  abnormalities,  it  is 
essential  that  the  diagnostician  "THINK  DRUGS"  while 
considering  etiologies  for  the  liver  function  abnormalities. 
I  have  found  the  pearl  to  be  exceedingly  pertinent  and 
worthy  of  much  broader  utility  than  simply  in  the  evalu- 
ation of  hepatitis. 

The  case  in  point  is  that  of  a  middle-aged  patient  ad- 
mitted to  the  hospital  with  a  deep  venous  thrombosis  in 
the  right  thigh.  His  anticoagulation  was  proceeding  un- 
remarkably  with  intravenous  heparin.  He  had  no  prior 
medical  history  of  note  and  was  on  no  medications  at  initial 
presentation.  He  was  an  occasional  alcohol  user  and  a  two- 
pack-a-day  smoker. 

The  difficulty  in  his  management  began  six  days  after 
entry  when  routine  electrolytes  revealed  persistent  eleva- 
tions in  his  serum  potassium  level.  For  two  or  three  days 
the  level  was  regularly  between  5.8  and  6.6  mmoles/L, 
while  work-up  was  without  evidence  of  exogenous  potas- 
sium intake,  type  IV  renal  tubular  acidosis,  tissue  destruc- 
tion, or  infection.  Resolution  of  the  hyperkalemia  was 
impressive  when  oral  anticoagulation  was  instituted.  Within 
36  hours  of  discontinuing  intravenous  heparin,  the  pa- 
tient's serum  potassium  was  at  its  baseline  entry  value  of 
4.2  mmoles/L. 

"Think  Drugs" 

As  the  potassium  level  was  returning  to  normal,  the 
housestaff  reconsidered  the  predicament  and  uncovered  the 
relationship  between  heparin  and  hyperkalemia. 

Drug-induced  hyperkalemia  may  be  divided  into  three 
categories.  The  drug  may  be  responsible  for  increased 
potassium  uptake,  decreased  potassium  excretion,  or  a  shift 
from  the  intracellular  stockpile  of  potassium  to  the  extra- 
cellular compartment.  Heparin  and  related  mucopoly- 
sacharrides  were  noted  in  the  early  1960s  to  induce  natri- 
uresis.  Further,  they  acted  to  inhibit  the  excretion  of 
potassium  in  some  patients.  Wilson  and  Goetz  noted  that 
one  such  patient  was  found  to  have  an  extremely  atrophic 
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zona  glomerulosa  when  the  adrenal  glands  were  patholog- 
ically examined.'  Subsequently  it  has  been  well  docu- 
mented that  heparin  inhibits  the  production  of  aldosterone 
by  the  adrenal  gland.-  The  adrenal  suppression  is  selective, 
as  glucocorticoid  synthesis  is  unimpaired.  The  inhibition 
of  aldosterone  production  occurs  within  two  to  five  days 
and  lasts  for  two  to  seven  days  following  the  cessation  of 
drug  therapy.  Low  dose  and  high  dose  regimens  of  heparin 
induce  the  abnormal  response.  Adrenal  suppression  is  seen 
regardless  of  the  route  of  administration.'  The  effect  is 
independent  of  the  glucocorticoid  and  mineralocorticoid 
stimulating  action  of  adrenocorticotropic  hormone.^  It  ap- 
pears to  interfere  with  the  angiotensin  stimulation  of  the 
zona  glomerulosa  by  inhibiting  the  production  of  the  al- 
dosterone precursor  corticosterone.  The  effect  is  rapidly 
reversible  when  the  drug  is  removed. - 

Hyperkalemia  from  heparin  induced  hypoaldosteronism 
is  a  rare  clinical  occurrence.  It  has  been  proposed  that 
patients  with  mildly  compromised  renal  function  and  di- 
abetes are  at  the  highest  risk  for  developing  the  clinical 
manifestation  of  the  hypoaldosterone  state.  Finally,  since 
the  causes  for  hyperkalemia  are  many,  there  is  a  gross 
under-recognition  of  the  syndrome  despite  the  potentially 
fatal  complications. 

Heparin  use  in  the  United  States  has  increased  dramat- 
ically in  the  past  ten  years.  Treatment  of  venous  thrombosis 
and  pulmonary  embolism  utilize  full  dose  intravenous  hep- 
arin. Prospective  studies  have  cleariy  documented  the  ben- 
efit of  prophylactic  low  dose  heparin  to  prevent  throm- 
boembolic disease  in  hospitalized  medical  and  surgical 
patients.  Further,  heparin  solutions  are  used  to  keep  many 
types  of  peripheral  and  central  intravenous  catheters  pat- 
ent. The  drug  is  used  to  prepare  vascular  graft  material 
and  to  keep  the  hemodialysis  machine  functioning.  Con- 
troversy exists  over  the  efficacy  of  long-term  subcutaneous 
heparin  versus  oral  anticoagulation.  Other  uses  are  spread 
throughout  the  medical  community.  At  North  Carolina 
Memorial  Hospital,  the  pharmacy  reports  annual  usage  in 
1986  of  465,682,500  units. 

Heparin  is  one  of  the  most  utilized  agents  in  the  practice 
of  medicine.  Rare  complications  will  inevitably  be  realized 
when  the  use  of  the  drug  is  this  frequent.  Therefore,  the 
wise  physician  will  heed  Dr.  Henry  Lesesne's  medical 
pearl  and  "think  drugs"  when  unexplained  complications 
arise. 
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Antianginal  attion  includes  dilatation  of 
coronary  arteries,  a  decrease  in  vascular  resis- 
tance/afterload,  and  a  reduction  in  heart  rate 

Proven  efficacy  when  used  alone  in  angina' 

r     Compatible  with  other  antianginals'' 

■  A  safe  choice  for  angina  patients  with  coexisting 
hypertension,asthma,COPD,orPyD*' 
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diltiazem  HCI/Marion  IN  ANTUUIGIHU  THERAPY 


60  mg  fid  or  qid 

Brief  Summary 

Professional  Use  Intormation 

CARDIZm" 

(diltiazem  HCl)  30  mg  and  60  mg  Tablets 

CONTRAINDICATIONS 

CARDIZEM  IS  contraindicated  in(l)  patients  witti  sick 
sinus  syndrome  except  in  trie  presence  ot  a  functioning 
ventricular  pacemaker  (2)  patients  witn  second-  or 
ttiird-degree  AV  block  except  in  ttie  presence  of  a  func- 
tioning ventricular  pacemaker  and  (3)  patients  witti 
hypotension  (less  ftian  90  mm  Hg  systolic) 
WARNINGS 

1  Cardiac  Conduction.  CARDIZEM  prolongs  AV  node 
refractory  periods  wittiout  significantly  prolonging 
sinus  node  recovery  time  except  in  patients  with 
sick  Sinus  syndrome  This  effect  may  rarely  result 
in  apnormally  slow  heart  rates  (porticularly  in 
patients  witti  sich  sinus  syndrome)  or  second-  or 
fhird-degree  AV  block  (six  ot  I  243  patients  tor 
048%)  ODncomitant  use  of  diltiazem  with 
beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction  A  patient  with 
Prinzmetals  angina  developed  periods  of  asystole 
(2  to  5  seconds )  after  a  single  dose  ot  60  mg  of 
diltiazem 

2  Congestive  Heart  Failure.  Although  diltiazem  has 
a  negative  inotropic  effect  in  isolated  animal  tissue 
preparations  hemodynamic  studies  in  humans 
with  normal  ventricular  function  have  not  shovm  a 
reduction  m  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt) 

Experience  with  the  use  ofCARDIZEl^ 
alone  or  in  combination  with  beta-blockers  in 
patients  with  impaired  ventricular  function  is  very 
limited  Caution  should  be  exercised  when  using 
the  drug  in  such  patients 

3  Hypotension.  Decreases  in  blood  pressure  asso- 
ciated with  CARDIZEM  therapy  may  occasionally 
result  in  symptomatic  hypotension 

4  Acute  Hepatic  Injury.  In  rare  instances  significant 
elevations  m  enzymes  such  as  alkaline  phospha- 
tase. CPK.  LDK  SGOT  SGPT  and  other  symptoms 
consistent  with  acute  hepatic  injury  have  been 
noted  These  reactions  have  been  reversible  upon 
discontinuation  ot  drug  therapy  The  relationship  to 
CARDIZEM  IS  uncertain  in  most  cases  but  prob- 
able in  some  (See  PRECAUTIONS  ) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is 
extensively  metabolized  by  the  liver  and  excreted  by  the 
kidneys  and  in  bile  As  with  any  new  drug  given  over 
prolonged  periods  lat)oratory  parameters  should  tie 
monitored  at  regular  intervals  The  drug  should  be  used 
with  caution  in  patients  with  impaired  renal  or  hepatic 


function  In  subacute  and  chronic  dog  and  rat  studies 
designed  to  produce  toxicity  high  doses  of  diltiazem 
were  associated  with  hepatic  damage  In  special 
subacute  hepatic  studies  oral  doses  ot  125  mg/kg  and 
higher  in  rats  were  associated  with  tiistotogical  changes 
in  the  liver  which  were  reversible  when  the  drug  was 
discontinued  In  dogs  doses  of  20  mg/kg  were  also 
associated  with  hepatic  changes  however  these 
changes  were  reversible  with  continued  dosing 

Drug  Interaction.  Pharmacologic  studies  indicate  that 
there  may  he  additive  effects  in  prolonging  AV  conduction 
when  using  beta-blockers  or  digitalis  concomitantly  with 
CARDIZEM  (See  WARNINGS  ) 

Controlled  and  uncontrolled  domestic  studies  suggest 
that  concomitant  use  of  CARDIZEM  and  beta-blockers  or 
digitalis  IS  usually  well  tolerated  Available  data  are  not 
sufficient  however  to  predict  the  effects  of  concomitant 
treatment  particularly  in  patients  with  left  ventricular 
dysfunction  or  cardiac  conduction  abnormalities  In 
healthy  volunteers,  diltiazem  has  been  shown  to  increase 
serum  digoxin  levels  up  to  20% 

Carcinogenesis,  Mutagenesis.  Impairment  of 
Fertility.  A  24-month  study  in  rats  and  a  21  -month  study 
in  mice  showed  no  evidence  of  carcinogenicity  There 
was  also  no  mutagenic  response  in  in  vitro  bacterial 
tests  No  intrinsic  effect  on  fertility  was  observed  in  rats 

Pregnancy.  Category  C  Reproduction  studies  have 
been  conducted  in  mice  rats,  and  rabbits  Administration 
of  doses  ranging  from  five  to  ten  times  greater  ( on  a 
mg/kg  basis)  than  the  daily  recommended  therapeutic 
dose  has  resulted  in  embryo  and  fetal  lethality  Ttiese 
doses  in  some  studies  have  been  reported  to  cause 
skeletal  abnormalities  In  the  perinatal/postnatal  studies 
there  wos  some  reduction  in  early  individual  pup  weights 
and  survival  rates  There  was  an  increased  incidence  of 
stillbirths  at  doses  of  20  times  the  human  dose  or  greater 

There  are  no  well-controlled  studies  in  pregnant 
women  therefore  use  CARDIZEM  in  pregnant  women 
only  It  the  potential  benefit  justifies  the  potential  risk  to  the 
fetus 

Nursing  Mottters.  Diltiazem  is  excreted  in  human 
milk  One  report  suggests  that  concentrations  in  breast 
milk  may  approximate  serum  levels  II  use  of  CARDIZEM 
IS  deemed  essential  an  alternative  method  of  infant 
feeding  should  te  instituted 

Pediatric  Use.  Safety  and  effectiveness  in  children 
have  not  been  established 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies 
earned  out  to  date  but  it  should  be  recognized  that 
patients  with  impaired  ventricular  function  and  cardiac 
conduction  abnormalities  have  usually  been  excluded 

In  domestic  placebo-controlled  trials  the  incidence  of 
adverse  reactions  repoded  during  CARDIZEM  therapy  was 
not  greater  than  that  repoded  during  placebo  therapy 

The  following  represent  occurrences  observed  in 
clinical  studies  which  can  be  at  least  reasonably  asso- 


ciated with  the  pharmacology  ot  calcium  influx  inhibition 
In  many  cases  the  relationship  to  CARDIZEM  has  not 
been  established  The  most  common  occurrences  as  well 
as  their  freguency  ot  presentation  are  edema  (2  4%). 
headache  (2  1%)  nausea  {I  9%)  dizziness  (1  5%) 
rash(]  3%)  asthenia  0  2%)  In  addition,  the  following 
events  were  reported  infrequently  (less  than  I  %) 
Cardiovascular         Angina,  arrhythmia  AV  block  (first 
degree).  AV  block  (second  or  third 
degree    -  see  conduction  warning) 
bradycardia,  congestive  head 
failure  flushing  hypotension  palpi- 
tations syncope 
Nervous  System       Amnesia  gait  abnormality,  halluci- 
nations insomnia  nervousness, 
paresthesia  personality  change, 
somnolence  tinnitus  tremor 
Gastrointestinal        Anorexia,  constipation  diarrhea 
dysgeusia  dyspepsia  mild 
elevations  of  alkaline  phosphatase 
SGOT  SGPT  and  LDH  (see  hepatic 
warnings)  vomiting  weight 
increase 
Dermatologic.  Petechiae.  pruritus  photosensitivity^ 

urticaria 
Other  Amblyopia,  dyspnea,  epistaxis  eye 

irritation  hyperglycemia,  nasal 
congestion  nocturia,  osteoadicular 
pom.  polyuria  sexual  difficulties 
The  following  postmarketing  events  have  been 
repoded  infrequently  in  patients  receiving  CARDIZEM 
alopecia,  gingival  hyperplasia  en/thema  multiforme  and 
leukopenia  However  a  definitive  cause  and  effect 
between  these  events  and  CARDIZEM  therapy  is  yet  to  be 
established  Issued  7/BB 

See  complete  Professional  Use  Information  before 
prescribing 
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It  is  estimated  that  there  are  be- 
tween sixteen  and  eighteen  million 
hearing  impaired  Americans,  mak- 
ing hearing  loss  the  most  prevalent 
serious  disability  in  the  United  States 
today. '•=  Given  that  approximately 
only  four  million  people  own  hearing 
aids,  there  remain  vast  numbers  of 
people  who  tolerate  their  hearing  loss 
without  benefit  of  any  assistance. 

Many  of  these  people  believe  that 
their  loss  is  not  very  severe  or  that  a 
hearing  aid  is  inappropriate  for  their 
particular  type  of  hearing  problem. 
There  are  those  who  experience  lis- 
tening problems  despite  the  use  of 
hearing  aids  who  suppose  that  there 
is  nothing  more  that  can  be  done  for 
them.  There  are  also  individuals  who 
have  tried  hearing  aids  and  received 
no  benefit  due  to  the  severity  of  their 
hearing  loss. 

While  for  many  people  a  hearing 
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aid  will  go  o  long  way  toward  solv- 
ing a  hearing  problem,  it  has  limi- 
totions,  especially  in  noisy  environ- 
ments. This  is  because  the  microphone 
of  the  hearing  aid  picks  up  all  of  the 
incoming  sound  and  amplifies  it  ac- 
cording to  the  frequency  output  of  the 
hearing  aid.  What  is  sacrificed  in  this 
situation  is  the  signal-to-noise  ratio. 
That  is,  the  loudness  of  the  signal 
(message  we  ore  trying  to  hear)  is 
equal  to  or  softer  than  the  back- 
ground noise. 

Many  people  who  ore  helped  par- 
tially or  not  at  all  by  their  hearing 
oids  are  unaware  of  what  have  come 
to  be  known  as  Assistive  Listening 
Devices/Systems  (ALDS).  ALDS  is  the 
name  given  to  a  broad  range  of  prod- 
ucts that  ore  designed  to  solve  one 
or  more  specific  listening  problems 
which  hearing  aids  either  cannot 
solve  or  con  only  partially  alleviate. 
These  devices  are  designed  either  to 
improve  the  signal-to-noise  ratio  by 
increasing  the  loudness  of  the  signal 
or  by  transmitting  the  signal  directly 
to  the  ear  of  the  listener,  or  to  sub- 
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stitute  an  alternative  stimulus  when 
amplification  of  the  sound  is  not 
enough. 

Telephone  Devices/Systems 

Considering  that  almost  10%  of  the 
population  has  hearing  impairment, 
and  the  need  for  good  telephone 
communications  is  o  prime  requisite 
in  today's  fast-paced  world,  it  is  easy 
to  understand  why  telephone  devices 
ore  currently  the  most  utilized  form 
of  assistive  listening  device.  In  choos- 
ing an  ALD  for  the  telephone  one  must 
consider  the  individual's  degree  of 
hearing  impairment  as  well  as  his  or 
her  use  of  the  phone  away  from  the 
home  or  office.  While  some  people 
may  be  helped  by  simply  selecting  o 
phone  with  a  clean,  clear  sound,  oth- 
ers may  need  additional  amplifica- 
tion from  a  built-in  or  add-on  device. 
Still  others,  with  severe/profound 
hearing  loss  or  poor  word  discrimi- 
nation ability,  should  consider  a  tele- 
communication device  for  the  deaf. 

Amplifying  devices  for  the  tele- 
phone   fall    into   three    major   cate- 
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gories:  built-in,  portable  and  modu- 
lar. The  prices  of  telephone  ampli- 
fying devices  range  from  $15  to  $90. 

Built-in  amplifiers,  usually  avail- 
able from  the  telephone  company, 
consist  of  an  amplifying  handset  with 
a  switch  and/or  control  that  can  be 
activated  when  the  hearing  impaired 
person  uses  the  telephone. 

Portable  units  are  small  disc- 
shaped amplifiers  that  slip  over  the 
earpiece  of  the  telephone.  They  are 
held  in  place  by  an  elastic  band  and 
use  a  small  battery  for  power.  Some 
of  these  units  have  a  built-in  telecoil 
capable  of  generating  a  magnetic 
field,  inductively  feeding  sound  to  a 
telecoil  ("T"  switch)  equipped  hear- 
ing oid^"  (figure  1). 


Modular  amplifiers  connect  di- 
rectly to  a  modular  telephone  at  a 
point  between  the  handset  cord  and 
the  housing  for  the  dialing  pod. 

A  telecommunication  device  for  the 
deaf  (TDD)  provides  the  severely 
hearing  impaired  with  the  ability  to 
call  directly  another  person  who  has 
similar  equipment  without  the  need 
for  an  interpreter.  This  is  possible  be- 
cause the  conversation  is  typed 
through  one  machine  and  decoded 
by  the  second  machine,  providing  a 
visual  readout  (figure  2). 

All  TDDs  hove  three  basic  com- 
ponents: a  keyboard  for  typing  mes- 
sages, a  cradle  for  the  handset  of  the 
telephone  to  permit  transmission  of 
the  message,  and  an  LED  display  pro- 


Figure  1 . 

Two  different  portable  telephone  amplifiers 


Figure  2. 

A  telecommunications  cJevice  for  the  deaf 


viding  the  visual  readout.  TDDs  range 
in  price  from  approximately  $160  to 
$1  000  depending  on  the  features  se- 
lected. 

Some  additional  features  one  may 
wish  to  consider  ore  paper  print-out, 
built-in  memory  allowing  you  to  hit 
one  key  for  frequently  used  words, 
and  automatic  answering.  Ultratec, 
Inc.,  manufactures  a  TDD  called  the 
Superphone  which  can  be  mode  with 
on  optional  electronic  voice  and  a 
touch-tone  signal  decoder.  This  would 
permit  telephone  conversation  with 
anyone  having  a  touch-tone  phone. 
The  Superphone  is  capable  of  receiv- 
ing and  transmitting  both  Bandot  and 
ASCII  codes;  in  effect,  the  Super- 
phone con  be  used  as  a  computer 
terminal.  For  deaf/blind  individuals 
a  TDD  can  be  selected  that  is  com- 
patible with  a  Braille  type  printer. 

Personal  Amplifying  Systems 

Personal  amplifying  systems  can 
be  divided  into  two  major  categories: 
systems  that  can  be  used  indepen- 
dently from  one's  hearing  aid  and 
those  in  which  the  individual's  hear- 
ing aid  acts  as  part  of  the  system.  To 
understand  amplifying  systems  more 
clearly  some  definitions  ore  in  order. 

Hardwire  devices  require  that  the 
user  be  directly  connected  or  "wired" 
to  the  sound  source.  An  example  of 
this  is  the  use  of  headphones  with  a 
TV  or  stereo. 

Induction  loops  use  a  wire  that  is 
placed  around  the  perimeter  of  a 
room  or  worn  around  the  neck.  A  spe- 
cial amplifier  is  attached  to  this  wire 
and  a  magneticfield  is  created  inside 
the  loop.  A  person  whose  hearing  aid 
has  a  "T"  switch  can  pick  up  this  sig- 
nal as  long  as  he  or  she  remains  in- 
side the  loop. 

FM,as  the  name  implies,  is  o  radio 
system  by  which  the  transmitter, 
placed  near  the  sound  source,  sends 
radio  waves  to  a  receiver  worn  by 
the  listener. 

Infrared  is  much  like  on  FM  sys- 
tem, but  instead  of  radio  waves  the 
medium  used  is  invisible  light. ^ 

These  various  systems  can  be  used 
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Figure  3. 

An  example  of  an  induction  loop,  on  FM  system  and 

an  infrared  system 


Figure  4. 

Two  personal  amplifiers 


alone  or  in  combination,  depending 
on  the  specific  needs  of  the  individ- 
ual (figure  3). 

People  who  do  not  have  hearing 
aids  con  use  hardwire  systems  such 
as  the  personal  amplifier  available 
from  Radio  Shack  or  the  Williams 
Sound  Pocket  Talker.  The  Pocket  Talker 
has  a  microphone  jack  that  permits 
use  of  an  extension  cord  so  the  mi- 
crophone can  be  placed  next  to  the 
TV  while  the  listener  reclines  in  a  fa- 
vorite chair  (figure  4). 

The  physician  with  hearing  im- 
pairment would  find  the  amplifying 
stethoscope  a  valuable  "hardwire" 
device.  Infrared  devices,  which  can 
only  be  used  indoors,  hove  stetho- 
scope-type receivers  with  volume 
control  adjusters  and  meet  the  needs 
of  the  mild  and  moderately  hearing 
impaired.  In  the  classroom,  FM  sys- 
tems can  be  useful  auditory  trainers. 
The  teacher  wears  a  microphone- 
transmitter  around  the  neck  and  his 
or  her  voice  is  picked  up  by  the  stu- 
dent wearing  the  receiver. 

People  who  already  hove  hearing 
aids  con  adapt  these  devices  pro- 
vided their  aids  have  either  direct  au- 
dio input  or  on  induction  coil  ("T" 
switch).  Hearing  aids  that  have  direct 
audio  input  hove  a  port  into  which 
various  cords  can  be  hardwired.  These 
cords  can  be  attached  to  a  micro- 
phone, auditory  trainer,  tape  re- 
corder, etc.  Thetelecoil  of  the  hearing 
aid  can   be  activated   by  placing  a 
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silhouette  next  to  the  aid  which  is 
hardwired  to  a  pickup  mike  or  at- 
tached to  one  of  the  above  devices. 
The  induction  loop,  FM,  and  in- 
frared systems  con  be  readily  ex- 
panded to  provide  multiperson  lis- 
tening systems.  All  that  is  necessary 
is  that  multiple  receivers  be  worn  by 
the  members  of  the  group.  If  these 
multiperson  systems  ore  to  be  used 
in  adjacent  rooms,  care  must  be  taken 
when  using  induction  loops.  These 
loops  are  capable  of  bleed-over  which 
could  cause  a  listener  to  experience 
interference  from  the  next  room.  FM 
systems  hove  32  different  channels 
available  to  ovoid  this  problem.  In- 
frared systems  are  incapable  of 
proper  functioning  if  the  light  path- 
way is  obstructed. 

Alerting/Signaling  Devices 

Imagine  for  a  moment  not  being 
able  to  hear  your  alarm  clock  in  the 
morning,  the  ring  of  the  telephone, 
or  the  cry  of  your  baby  in  the  next 
room.  For  the  more  than  two  million 
deaf  people  in  the  United  States,  this 
is  o  way  of  life.'  They  must  learn  to 
rely  on  their  sense  of  touch  or  vision 
in  order  to  meet  the  demands  of  day- 
to-day  living.  A  variety  of  alerting/ 
signaling  devices  have  been  devel- 
oped which  when  triggered  cause  a 
light  to  flash  or  on  oscillator  to  vi- 
brate, thus  alerting  the  deaf  person 
that  it  is  time  to  woke  upor  that  there 
is  someone  at  the  door.  These  devices 


can  be  purchased  as  individual  units, 
each  designed  to  alert  the  deaf  per- 
son to  one  particular  sound,  or  as  sys- 
tems that  will  flash  a  predetermined 
code  identifying  the  particular  sound 
source. 

Wake-up  alarms  include  standard 
and  digital  clocks  or  timers.  The 
Flasholarm  Moonbeam  (Westclox,  a 
Division  of  General  Time  Corpora- 
tion, Norcross,  Georgia)  has  a  built- 
in  strobe  light  that  flashes  at  a  preset 
time.  For  deaf/blind  people  or  heavy 
sleepers  there  are  alarm  clocks  that 
awaken  by  vibration,  such  as  the 
Electro  Alarm  Clock  Kit  #2332 
(American  Communication  Corpora- 
tion, East  Hartford,  Connecticut)  which 
has  a  vibrator  attachment  that  con 
be  placed  under  the  pillow  (figure  5, 
next  page). 

For  the  do-it-yourselfer,  on  inex- 
pensive timer  with  a  built-in  electri- 
cal outlet  permitting  the  use  of  a  fan, 
light  or  vibrator  may  be  all  that  is 
necessary.  For  those  who  wish  to  use 
a  lamp,  a  flasher  button  that  mokes 
any  lamp  flash  65  to  85  times  a  min- 
ute can  be  purchased  for  a  few  dol- 
lars from  a  local  electronics  shop. 

Telephone  and  doorbell  signalers 
can  be  in-line  or  separate  units  with 
a  microphone  that  is  placed  next  to 
the  phone  or  door  chime. 

There  ore  multipurpose  systems 
that  ore  sensitive  to  as  many  as  six 
different  sounds.  These  systems  have 
transmitters  that  send  a  signal  to  a 
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receiver  located  in  the  room  of  the 
hearing  impaired  person.  Some  of 
these  receivers  are  capable  of  trans- 
mitting FM  signals  to  a  w/ristwatch- 
like  device  permitting  the  user  to 
move  freely  from  room  to  room. 

Emergency  signalers  flash  lights, 
and  more  sophisticated  devices  au- 
tomatically coll  the  fire  company 
when  a  smoke  detector  is  activated. 

Hearing  Dogs 

An  alternative  to  assistive  devices 
for  the  deaf  is  the  hearing  dog.  The 
hearing  dog  program  began  in  1976 
when  the  American  Humane  Asso- 
ciation in  Denver,  Colorado  began 
training  dogs  to  react  to  specific 
"sounds."  In  1981  the  American  Hu- 
mane authorities  selected  Red  Acre 
Farm  in  Stow,  Massachusetts  to  de- 
velop a  regional  hearing  dog  center. 
Since  that  time  the  Red  Acre  Form 
program  has  expanded  and  now 
serves  most  of  the  United  Stotes. 

In  keeping  with  the  philosophy  of 
Red  Acre  Farm,  which  is  to  "initiate 
and  encourage  projects  that  will  help 
prevent  suffering  in  humans  and  an- 
imals," the  dogs  are  selected  from 
various  animal  shelters.  After  a  vet- 
erinary examination,  the  dogs 
undergo  a  four-month  training  pro- 
gram. During  this  period  they  receive 
obedience  training  and  are  taught  to 
respond  to  certain  sounds  such  as 
alarm  clocks,  smoke  detectors,  a  door 
knock,  a  child's  cry,  or  the  telephone. 
Upon  hearing  o  specific  sound,  o  dog 
will  respond  by  making  physical  con- 
tact with  the  owner  and  leading  him 
or  her  to  the  sound  source.  To  date 
there  are  three  hearing  dogs  in  use 
in  North  Carolina. 

Closed  Captioning 

Telecaption  decoders  translate  the 
audio  portion  of  selected  television 
programs  into  captions  that  are  dis- 
ployed  on  the  television  screen.  The 
captions  appear  as  white  letters  on  a 
black  background  usually  at  the  bot- 
tom of  the  screen.  Decoders  come  ca- 
ble-ready and  ore  similar  in  size  to 
most  video  cassette  recorders.  Pres- 


Figure  S. 

Phone  signaler  connected  to  a  lamp 


Figure  6. 

A  two-channel  vibrotactile  device  with  wristbands 


ently  there  ore  over  90  hours  per  week 
of  captioned  programming  on  net- 
work television  and  up  to  134  hours 
per  week  on  cable  television. 

Through  technology  developed  by 
the  National  Captioning  Institute, 
closed  captioning  is  available  not  just 
for  prerecorded  programs  but  for 
"live"  ones  as  well,  such  as  "ABC 
World  News  Tonight,"  "Monday  Night 
Football,"  presidential  speeches  and 
other  special  programs.  To  determine 
if  one's  favorite  program  is  closed 
captioned,  one  should  look  for  the 
phrase  "Closed  Captioned"  follow- 
ing the  individual  program  listings 
in  a  program  guide  such  as  TV  Guide. 


Vibrotactile  Aids 

Vibrotactile  aids  ore  designed  to 
transform  airborne  sound  waves  into 
vibratory  patterns  providing  the  pro- 
foundly hearing  impaired  with  the 
ability  to  "feel"  sound.  The  electron- 
ics cose,  about  the  size  of  a  pack  of 
cigarettes,  picks  up  the  incoming 
sound  waves  and  sends  a  signal  to 
a  vibrator  or  vibrators  worn  on  the 
wrist  or  chest  (figure  6). 

Because  the  skin  cannot  detect  fre- 
quencies much  in  excess  of  600Hz, 
tactile  aids  include  special  processing 
that  lowers  the  frequency  of  higher 
pitched  sounds  such  as  doorbells,  or 
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speech  sounds  such  as  "s"  or  "f,"  so 
that  they  can  be  felt." 

For  the  wearer,  tactile  aids  remove 
the  isolation  associated  with  deaf- 
ness. With  training,  some  people  are 
able  to  differentiate  environmental 
sounds  and  some  speech  sounds.  Re- 
searchers have  reported  that  in  using 
a  prototype  tactile  vocoder  with  up  to 
23  channels,  some  patients  have 
achieved  speech  discrimination  scores 
of  78%  using  a  closed  set  of  100 
words  with  no  visual  cues  (lip  read- 
ing).' While  this  23-channel  device 
is  not  yet  available  to  the  general 
public,  continued  development  of 
tactile  aids  should  provide  a  prom- 
ising alternative  for  those  profoundly 
impaired  people  who  do  not  receive 
benefit  from  hearing  aids. 


Summary 

While  it  is  appropriate  for  the 
hearing  impaired  to  seek  assistance 
beginning  with  an  audiologic/oto- 
logic  examination,  it  is  no  longer  ap- 
propriate fo  think  of  a  hearing  aid  as 
the  only  non-surgicol/medical  treat- 
ment for  hearing  loss.  Over  the  past 
few  decades,  remarkable  innovation 
has  resulted  in  the  development  of  a 
wide  variety  of  systems  for  the  hear- 
ing impaired. 

Additional  information  about  as- 
sistive listening  devices  is  available 
from  the  author. 
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TWEIVE 


FORNOTGIVING 


■■  1 . 1  think  I  have 
lumbago. 

2.  I'm  type  Z 
negative. 

3.  I'm  on  the 
grapefruit  diet. 

4.1  gave  six 

months  ago. 
5. 1  just  got  back 

from  Monaco. 

6.The  lines  are 

thirteen  blocks 

long. 
7.  My  mother  won't 

let  me. 
8.1  didn't  sign  up. 
9. I'm  going  out 

of  town. 
10.  Asthma  runs  in 

my  family. 

1 1 . 1  forgot  to  eat 
this  morning. 

12.  I'm  allergic  to 
flowering  ■■ 

magnolia.    J^  »^ 


Each  one's  a  doozy, 

but  we're  hoping  you 

won't  use  any  of  them. 

Give  blood  through  the 

American  Red  Cross. 
Please,  don't  chicken  out. 

EXCUSES  DONT  SAVE  UVES. 
BLOOD  DOES. 


h 

i;! 


American 
Red  Cross 
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Some  More  "Facts''  About  Your  Eyes 


Calvin  H.  Mitchell,  AA.D. 


In  October  1983,  Dr.  Bruce  Shields 
shared  some  eye  "facts"  in  this  jour- 
nal —  some  common  misconceptions 
about  eye  health.'  Here  ore  some 
myths  that  ore  commonly  espoused 
by  patients  who  come  to  the  Duke  Eye 
Center  for  an  eye  examination.  Read 
through  the  list  and  see  how  many 
myths  are  familiar  to  you. 

1  Putting  off  wearing  glasses  for 
reading  as  long  as  one  can  will 
allow  one  to  continue  reading  to 
0  more  advanced  age. 

2  Wearing  glasses  makes  one's 
eyes  weak  so  that  one  has  more 
difficulty  reading  without  them. 

3  Holding  reading  material  too 
close  will  be  harmful  to  the  eyes. 

4  Sitting  too  close  to  a  television  set 
will  harm  the  eyes. 

5  Reading  with  one  eye  closed  or 
with  [ustone  eye  will  cause  dam- 
age. 

6  If  one  has  glasses,  he  or  she 
should  wear  them  all  the  time. 

7  Everyone  over  50  years  of  age 
should  have  bifocal  glasses. 

8  Eye  exercises  will  improve  the 
eyesight  so  that  glasses  ore  no 
longer  needed. 

9  Looking  at  o  computer  screen  will 
strain  the  eyes. 

10  Working  under  fluorescent  lights 
makes  the  vision  deteriorate. 

1  I  Getting  one's  "second  sight"  — 
being  able  to  read  again  without 
glasses  —  is  a  sign  of  good  eye 
health. 

12  Bifocals  must  be  all  the  way 
across  the  bottom  half  of  the  lens 
for  the  best  vision. 

13  Lenses  must  always  be  tinted  to 
protect  the  eyes. 


From  the  Deportment  of  Ophthalmology,  Duke 
University  Medical  Center,  P.O.  Box  3802, 
Durham  27710, 
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1 4  Headaches  are  frequently  caused 
by  the  wrong  glasses. 

15  The  bifocals  should  always  be  at 
the  some  position  for  everyone  if 
they  ore  correctly  positioned  in 
the  frame  or  lens. 

16  Everyone  will  eventually  need  a 
trifocal. 

17  Oral  medications  con  never  im- 
pair near  vision. 

18  Wearing  contact  lenses  prevents 
eye  deterioration,  and  if  one  is 
nearsighted,  contact  lenses  will 
stop  the  progression  of  nearsight- 
edness. 

19  With  contact  lenses,  one  will  need 
neither  bifocals  nor  reading 
glasses. 

20  Bifocal  contact  lenses  or  progres- 
sive bifocals  ore  the  two  visual 
aids  that  work  well  for  everyone. 

21  If  one  cannot  adjust  to  new 
glasses  immediately,  it  means 
that  the  glasses  are  not  right. 

22  No  one  con  walk  down  stairs, 
play  tennis,  nor  ploy  golf  while 
wearing  bifocals. 

23  Proper  diet  usually  improves  one's 
eyesight. 

24  Reading  o  lot  creates  the  need  for 
glasses  and  makes  the  eyes 
weak. 

A  comment  about  each  of  these 
myths  is  appropriate.  It  is  interesting 
to  look  closely  at  them  and  perhaps 
gain  some  insights  about  how  we 
think  of  our  eyes  and  eyesight. 

1  It  is  not  true  that  putting  off  wear- 
ing glasses  for  reading  as  long 
as  one  con  will  be  benificiol  to 
the  eyes.  Those  who  do  not  wear 
glasses  may  not  be  fully  aware 
of  how  helpful  glasses  con  be  and 
may  deceive  themselves  into 
thinking  their  eyes  ore  better  than 
they  really  ore.  The  lens  within 
one's  eye  continues  to  grow 
throughout  one's  life,  just  as  one's 


fingernails  and  hair  continue  to 
grow,  and  as  this  lens  within  the 
eye  grows  it  becomes  less  able  to 
change  its  shape  to  focus  for  near 
vision,  so  everyone  needs  a  dif- 
ferent lens  for  near  than  for  dis- 
tance usually  by  the  age  of  50  or 
before. 

2  One  may  get  the  impression  that 
things  do  look  blurred  when  the 
glasses  ore  removed  after  they 
hove  been  worn  for  a  while.  This 
is  probably  due  to  the  fact  that 
one  realizes  how  much  easier  it 
is  to  see  at  near  with  the  help  of 
reading  glasses. 

3  Holding  the  reading  material 
"too"  close  will  not  be  harmful  to 
the  eyes.  It  takes  more  focusing 
effort  to  see  something  quite 
close.  Small  children  hove  sev- 
eral times  the  necessary  ability 
to  focus  for  the  usual  reading  dis- 
tance and  they  ore  capable  of 
holding  reading  material  within 
two  or  three  inches  of  the  nose 
while  still  seeing  clearly.  As  one 
gets  older,  this  ability  to  accom- 
modate gradually  diminishes. 
The  limitation  of  accommodation 
usually  is  such  that  one  cannot 
read  the  phonebook  without 
reading  glasses  in  the  fifth  dec- 
ade of  life. 

4  Sitting  close  to  a  television  set  will 
not  be  harmful  to  the  eyes.  Tel- 
evision screens  now  hove  a  ra- 
diation filter  on  them,  and  the 
problem  of  radiation  is  no  longer 
significant.  The  television  image, 
like  the  image  of  a  motion  pic- 
ture, is  not  damaging  to  the  eye. 
If  one  looked  directly  into  an 
eclipse  of  the  sun,  of  course,  this 
would  be  damaging  to  the  eye. 

5  Reading  with  just  one  eye  does 
not  put  undue  strain  on  that  eye 
and  does  not  cause  any  damage 
to   the   eye.    Many    people   go 
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through  life  with  only  one  good 
eye  and  the  functionol  lifespan 
of  that  eye  is  the  same  as  that  of 
a  pair  of  eyes  in  a  person  able 
to  use  them  both  throughout  a 
normal  lifetime. 

6  If  one  has  glasses,  he  or  she  may 
want  to  go  without  them  some- 
times. It  does  not  harm  the  eyes 
to  wear  glasses  intermittently. 

7  Anyone  who  needs  a  lens  for  near 
may  hove  that  lens  made  in  a 
bifocal,  or  chose  to  have  that  lens 
OS  just  a  reading  glass.  A  near- 
sighted individual  who  needs 
glasses  primarily  for  distance 
may  be  able  to  read  very  well 
without  glasses.  Such  a  person 
has  a  built-in  pair  of  reading 
glasses  since  his  or  her  eyes  are 
in  focus  for  near  and  out  of  focus 
for  distance,  unaided. 

8  Eye  exercises  will  not  improve 
visual  acuity,  and  once  someone 
is  old  enough  to  need  a  different 
lens  for  near  than  for  distance, 
there  is  no  way  to  restore  the 
ability  to  focus  by  any  type  of 
therapy.  Of  course,  one  con  look 
through  a  pinhole  and  see  clearly 
at  near  because  the  light  rays, 
coming  straight  into  the  eye 
through  a  pinhole,  do  not  have 
to  be  focused  and  they  fall  on  the 
retina  with  o  clear  image.  How- 
ever, the  small  size  of  the  area 
seen  tends  to  slow  down  reading 
considerably.  In  constricting  the 
pupil  by  shining  a  light  in  the 
eye,  one  creates  a  pinhole-like 
pupil  and  this  also  may  improve 
near  vision.  This  is  the  reason  why 
one  at  on  older  age  can  see  better 
in  a  very  bright  light:  the  pupils 
ore  mode  quite  small  by  this  light 
and  less  focusing  is  required  due 
to  the  nature  of  the  optical  system 
created. 

9  Looking  at  a  computer  screen  is 
not  harmful  to  the  eyes.  It  may 
be  fatiguing  to  sit  in  one  position 
for  an  extended  period  of  time 
doing  near  work  such  as  looking 
at  a  computer,  but  this  is  in  no 
way  harmful  to  the  eyes. 
10   Flourescent  lights  are  not  harm- 


ful to  the  eyes.  A  warm  white 
color  of  fluorescent  light  is  very 
similar  to  the  incandescent  spec- 
trum of  light.  There  ore  also  some 
flourescent  tubes  mode  to  hove 
a  daylight-type  light  distribution 
that  are  said  to  be  better  for  one's 
eyes  than  the  ordinary  floures- 
cent tubes;  however,  this  has  not 
been  proven  by  any  controlled 
studies. 
1  1  Getting  one's  "second  sight"  — 
being  able  to  read  again  without 
glasses  —  is  a  sign  of  poor  eye 
health.  It  usually  indicates  that 
one  is  getting  cataracts,  and  the 
lens  within  the  eye  is  beginning 
to  cloud  in  the  nuclear  portion  in 
such  a  way  that  the  eyes  become 
nearsighted  and  the  distance  vi- 
sion begins  to  diminish  without 


the  proper  correction. 

12  There  ore  several  different  styles 
of  bifocals  to  provide  good  vision. 
It  is  not  necessary  for  the  bifocal 
to  be  all  the  way  across  the  bot- 
tom half  of  the  lens.  Some  bifocal 
styles  are  better  than  others,  de- 
pending on  the  distance  correc- 
tion a  person  needs.  The  bifocals 
with  o  horizontal  bifocal  seg- 
ment edge  cause  less  apparent 
jump  of  the  image  when  one 
looks  from  the  distance  segment 
down  into  the  near  vision  seg- 
ment of  the  lens. 

13  The  tint  in  a  lens  is  a  matter  of 
personal    preference.    Obviously 


when  the  light  is  bright,  the  pup- 
ils of  the  eyes  constrict  and  this 
decreases  the  amount  of  light  en- 
tering the  eyes.  Most  of  us  are 
more  comfortable  with  sun- 
glasses when  we  are  on  the  beach 
in  bright  sunlight  reflected  from 
the  water  or  the  white  sand.  The 
wearing  of  darkly  tinted  glasses 
indoors  or  in  a  dork  environment 
may  accustom  one  to  this  dark- 
ened lens  so  that  he  or  she  may 
find  it  hard  to  do  without  the  tint 
comfortably. 

14  Eye-related  headaches  are  usu- 
ally due  to  stress  or  fatigue  and 
ore  rarely  caused  by  the  wrong 
glasses.  When  the  glasses  are  not 
the  best  correction,  then  one  does 
not  see  the  best,  but  one  may  be 
perfectly  comfortable  and  have 
no  headaches. 

15  The  position  of  the  bifocal  in  the 
gloss  and  in  the  frame  may  be 
lower  for  the  first  pair  of  bifocals 
fitted  than  for  the  second  pair.  It 
is  often  easier  to  adjust  to  a  pair 
of  bifocals  in  which  the  bifocal 
segment  is  positioned  a  few  mil- 
limeters lower  than  may  be  ideal 
later  when  the  patient  has  gotten 
used  to  having  the  bifocal  seg- 
ment there.  More  often  than  not, 
one  finds  it  convenient,  after  get- 
ting used  to  bifocals,  to  have  the 
bifocal  glass  segment  in  a  posi- 
tion that  requires  a  minimum  of 
chin  raising  to  look  through  the 
near  segment.  Sometimes,  a 
frame  with  on  adjustable  nose 
pod  is  useful  so  that  the  position 
of  the  bifocal  can  be  changed  by 
raising  the  frame  on  the  face. 

16  With  use  of  a  progressive  bifocal, 
one  may  never  need  a  trifocal, 
because  the  progressive  bifocal  is 
o  multifocal  lens  with  interme- 
diate focusing  ability  as  port  of 
the  lens  system.  Others  may  never 
need  excellent  vision  at  on  in- 
termediate distance  and  will  al- 
ways be  satisfied  with  the  bifocal 
kind  of  glasses.  Any  bifocal  is  a 
compromise  between  focal  length 
and  magnifying  power  for  near; 
and  as  one  gets  older,  one  usu- 
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ally  has  to  sacrifice  range  of  clear 
near  vision  for  more  magnifica- 
tion from  the  bifocal  segment. 

17  Some  oral  medications  may  im- 
pair the  ability  to  focus.  It  is  best 
to  read  the  brochure  in  the  med- 
ication packet  to  determine  if 
blurred  vision  is  reported  as  a  side 
effect  of  the  drug. 

18  There  is  nothing  therapeutic  about 
an  ordinary  contact  lens  in  pre- 
venting the  progression  of  near- 
sightedness. If  the  cornea  has 
been  molded  by  a  contact  lens, 
the  cornea  will  resume  its  pre- 
vious shape  after  a  short  interval 
of  not  w/earing  the  lens. 

19  Those  w/ho  Vi/ear  contact  lenses 
for  distance  will  need  reading 
glasses  over  the  contact  lenses  for 
near  when  they  become  old 
enough  to  have  difficulty  focus- 
ing. It  is  not  unusual  for  contact 
lenses  to  be  used  to  correct  one 
eye  for  near  vision  and  the  other 
eye  for  distance. 

20  Bifocal  contact  lenses  and  pro- 
gressive bifocals  are  not  satisfac- 


tory for  everyone,  but  there  are 
some  individuals  who  function 
very  well  with  these  optical  aids. 
Progress  is  being  made  in  design 
of  bifocal  contact  lenses.  A  lens 
that  will  work  for  more  people  is 
anticipated. 

21  It  may  take  several  weeks  or 
months  to  adjust  to  a  new  pair 
of  glasses,  particularly  if  there  has 
been  a  marked  change  in  the 
power.  The  introduction  of  a  cy- 
lindrical component  to  the  lens 
for  the  correction  of  astigmatism 
requires  some  adjustment.  While 
most  people  con  adjust  to  a  bi- 
focal, there  ore  those  who  seem 
to  be  unable  to  do  it  even  though 
they  may  try. 

22  After  becoming  accustomed  to 
having  some  blurred  vision  at 
one's  feet  through  the  bifocal,  one 
can  learn  to  function  in  a  tennis 
match  or  a  golf  gome  with  bi- 
focal glasses.  However,  many 
people  prefer  a  pair  of  glasses 
without  the  bifocal  for  playing 
sports. 


23  Eating  carrots  or  using  some  very 
special  diet  has  not  been  dem- 
onstrated to  be  therapeutic  in  this 
country  where  for  the  most  part 
there  is  not  a  problem  with  vi- 
tamin deficiency. 

24  It  is  not  true  that  reading  a  lot 
creates  a  need  for  glasses.  Fa- 
tigue may  be  a  problem  with 
prolonged  reading;  however,  just 
as  one  does  not  strain  the  brain 
by  thinking,  one  does  not  strain 
the  eyes  by  using  them. 

It  has  been  interesting  to  note  that 
there  has  been  an  especially  high  de- 
mand for  eye  evaluations  during  the 
period  of  final  exams  on  campus.  It 
seems  that  probably  the  greatest  dif- 
ficulty is  from  the  stress  of  the  finals, 
possibly  from  the  students'  lock  of 
timely  preparation  for  them.  Most  of 
the  eye  symptoms  seem  to  disappear 
after  exam  week  only  to  recur  at  the 
next  time  of  general  stress.  O 
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National  Study  Shows  Generics 
Not  Necessarily  a  Better  Buy 


Generic  drugs  aren't  always  cheaper. 

A  recently  published  study  in  the  Journal  of  the  Amer- 
ican Medical  Association  reveals  that  despite  the  adver- 
tising claims  of  companies  that  produce  generics,  pre- 
scription generics  are  not  universally  less  expensive  to 
consumers  than  their  brand-name  counterparts.  Even  when 
they  are,  the  study  finds,  consumers  must  spend  consid- 
erable time  and  money  searching  for  the  best  buy  because 
of  wide  price  variation  at  drug  stores. 

"Saving  money  at  the  pharmacy  counter  has  been  touted 
as  the  sole  advantage  of  generics  over  innovator  products, 
but  the  savings  just  aren't  there  in  every  case,"  said  Ber- 
nard Bloom,  Ph.D.,  study  investigator  and  research  as- 
sociate professor  at  the  Leonard  Davis  Institute  of  Health 
Economics  of  the  University  of  Pennsylvania.  With  some 
drugs  —  for  example,  Lasix  and  furosemide,  or  Premarin 
and  conjugated  estrogens  —  Bloom  said  that  the  generics 
cost  more  than  the  brands  two-thirds  of  the  time. 

"Although  the  cost  per  pill  paid  by  pharmacies  is  less 
for  generics,  that  reduced  price  isn't  always  passed  on  to 


the  public,"  Bloom  continued.  He  pointed  out  that 
states  mandating  that  generic  drug  savings  be  passed  on 
to  the  consumers  actually  had  a  higher  price  per  pill  for 
both  brand  and  generic  than  states  that  don't  require  pass- 
through. 

The  study  also  shows  that  consumers  must  shop  exten- 
sively to  obtain  the  lowest-cost  prescription  and  weigh 
expected  savings  against  the  cost  of  this  search.  "In  fact, 
consumers  can  never  know  whether  they're  getting  the 
lowest  price,"  Bloom  pointed  out.  Prices  fluctuate  be- 
tween pharmacies  and  within  individual  stores.  The  study 
further  finds  that  pharmacies  mark  up  generics  more  than 
comparable  brands  and  realize  a  greater  profit  from  generic 
sales  more  than  half  the  time.  "If  the  consumer  can't  be 
guaranteed  the  lowest  price  by  buying  generic,  the  reason 
for  accepting  a  substitute  product  quickly  evaporates," 
Bloom  said. 

The  study  in  JAMA,  funded  by  a  grant  from  Ayerst 
Laboratories,  reviewed  pricing  for  891,866  prescriptions 
written  for  21  pairs  of  branded  and  generic  drugs  dispensed 
between  April  I  and  June  30,  1984.  It  involved  1,363 
pharmacies  —  both  chain  and  independent  —  in  39  states 
and  included  such  widely  prescribed  drugs  as  Lasix  (fu- 
rosemide), Premarin  (conjugated  estrogens),  Indocin  (in- 
domethacin),  and  Librium  (chlordiazepoxide). 
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What  Is  a  Hospital  Chaplain? 

p.  Wesley  Aitken 


The  practice  of  having  clinically 
trained  clergy  in  hospitals  dotes  bock 
to  the  late  1 920s  and  the  early  1  930s 
in  some  of  the  Northeastern  states. 
However,  the  surge  of  interest  in  hos- 
pital chaplaincy  came  in  the  late 
1940s  following  World  War  II.  As 
Veterans  Administration  hospitals 
were  built,  the  military  model  of 
chaplaincy  was  transferred  into  them 
and  all  of  those  who  filled  the  po- 
sitions at  that  time  were  former  mil- 
itary chaplains. 

The  earliest  programs  in  private 
North  Carolina  hospitals  were  at 
Baptist  Hospital  in  Winston-Soiem 
and  then  Duke  University  Hospital  in 
Durham.  The  Baptist  Hospital  had 
chaplains  on  its  staff  as  early  as  1  946 
and  began  clinical  training  programs 
for  clergy  in  1  947.  Duke  Hospital  be- 
gan its  chaplaincy  program  and  its 
clinical  training  program  for  clergy 
in  1956. 

Today,  just  about  oil  of  the  larger 
hospitals  in  the  cities  of  North  Car- 
olina and  also  the  county  hospitals 
hove  chaplains  on  staff.  Even  so,  some 
people  still  ask  the  old  question,  "Why 
should  a  hospital  have  a  minister  full- 
time  on  the  staff  when  there  is  a  con- 
tinual stream  of  community  ministers 
in  and  out  of  the  hospitol  every  day?" 
It  might  be  timely  to  attempt  to  an- 
swer thot  question  once  again  and  to 
review  the  status  of  the  movement. 

Helping  the  Patient  Cope 

As  health  core  professionals  have 
fought  diligently  to  increase  the 
quantity  of  life  for  people,  there  has 
been  growing  concern  on  the  port  of 


From  the  Director,  Chaplains  Service,  P.O.  Box 
3112,  Duke  University  Medical  Center,  Dur- 
ham 27710, 

February  1987,  NCMJ 


health  professionals  and  allied  health 
professionals  for  the  quality  of  life  both 
during  the  hospital  stay  and  also  once 
the  patient  has  returned  home.  When 
we  study  seriously  the  quolity  of  life 
patients  live  while  in  our  hospitals, 
we  realize  that  not  only  is  quality  of 
life  capable  of  increasing  or  decreas- 
ing the  actual  quantity  of  life,  but  the 
way  a  person  copes  with  on  illness 
while  hospitalized  can  speed  or  slow 
the  recovery.  If  follows  then  that  if  a 
patient  makes  healthy  effective  use 
of  his  or  her  religious  beliefs  and  phi- 
losophy of  life  while  coping  with  the 
adversities  associated  with  illness,  the 
quality  of  life  while  in  the  hospital 
con  be  improved  and  the  length  of 
stay  in  the  hospitol  might  be  short- 
ened. 

Some  of  the  great  questions  of  life, 
such  as  those  surrounding  suffering, 
ore  asked  and  answered  repeatedly 
throughout  one's  life.  The  answers 
may  change  but  the  questions  ol- 
ways  remain  the  same.  Some  of  these 
great  questions  predictably  confront 
people  once  again  when  they  be- 
come ill.  The  questions  toke  this  form: 

Something  is  happening  to  me  that 
bothers  me,  makes  me  uncomforta- 
ble, causes  me  pain  or  limits  my  abil- 
ity to  function.  I  don't  like  it.  Can  I 
change  what  is  happening  to  me? 

If  I  can't  change  what  is  happen- 
ing to  me  or  get  control  over  what  is 
happening  to  me,  can  my  physician? 

If  I  con't  change  or  get  control  over 
whot  is  happening  to  me,  and  my 
physician  can't,  who  is  in  control  of 
what  is  happening  to  me? 

Who  or  what  is  either  causing  this 
or  letting  this  happen  to  me?  Why? 

Does  this  power  or  control  that  is 
beyond  me  and  my  physician  like  me 
or  dislike  me? 

Con   I  affect  or  influence   in  any 


way  this  power  or  control   which   is 
beyond  be  and  my  physician? 

What  is  my  relation  to  this  power 
or  control  and  what  should  be  my 
attitude  toward  it? 

Most  people  turn  to  their  religion 
and  philosophy  for  the  answers,  and 
there  ore  about  as  many  answers  as 
there  ore  people.  The  answers  do  fit 
into  general  categories,  however,  and 
take  rather  specific  forms.  It  is  the 
expertise  of  the  hospital  chaplain  (a 
clinically  trained  clergyperson)  to  help 
people  struggle  with  the  questions 
and  find  answers  that  are  reosonobly 
satisfying  to  patient  and  family. 

Why  Have  a  Special  Chaplain? 

In  contrast  to  the  hospital  chap- 
lain's approach,  community  clergy 
who  ore  related  closely  to  religious 
groups  such  as  churches  and  syn- 
agogues ore  personally  committed 
(and  feel  some  obligation)  to  give  the 
answers  embraced  by  their  respec- 
tive religious  groups.  This  is  an  im- 
portant difference  between  a  hospi- 
tal chaplain  and  o  community 
clergyperson. 

To  elaborate  on  it  just  a  little  more, 
some  community  clergy  feel  on  ob- 
ligation not  only  to  tell  the  patient 
there  is  only  one  set  of  answers  but 
also  to  stress  that  if  the  patient  does 
not  accept  those  specific  answers  he 
or  she  will  not  get  well  and  will  be 
damned.  Hospital  chaplains  do  not 
give  answers,  they  help  patients  and 
family  struggle  with  the  questions 
and  find  their  own  answers. 

It  is  obvious  that  there  could  be 
Jewish  answers  to  the  questions  as 
well  OS  Protestant  Christian  answers 
or  Fundamentalist  answers  or  Hindu 
answers  or  Moslem  answers  or  even 
atheist  answers.  The  questions  do  not 
change,  only  the  answers  change. 
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Hospital  Chaplains'  Clinical 
Training 

What  consitutes  the  clinical  train- 
ing received  by  the  hospital  chap- 
lain? As  early  as  1925,  Dr.  Richard 
Cabot,  a  renowned  physician  at  Mos- 
sochussetts  General  Hospital,  advo- 
cated that  all  clergy,  like  physicians, 
be  required  to  take  a  clinical  intern- 
ship. He  believed  it  would  enrich 
nninistry  even  at  that  day  and  time. 
Today,  if  a  clergyperson  wants  to 
qualify  as  a  certifiable  hospital  chap- 
lain by  the  national  "College  of 
Chaplains,"  that  person  must  hove 
completed  at  least  a  twelve-month 
clinical  internship. 

The  clinical  training  programs  for 
clergy  are  nationally  standardized 
and  nationally  accredited  as  clinical 
pastoral  education  programs  by  the 
Association  for  Clinical  Pastoral  Ed- 
ucation in  Atlanta,  Georgia.  Students 
are  selected  rather  carefully.  If  on 
applicant  is  an  enthusiastic  advocate 
of  a  specific  or  exclusive  set  of  an- 
swers to  the  questions  mentioned 
above,  that  person  is  not  likely  to  be 
a  good  candidate  for  Clinical  Pastoral 
Education  and  hospital  chaplaincy. 
That  person  would  not  be  free  enough 
to  allow  a  patient  to  arrive  at  a  set 
of  answers  different  from  those  zeal- 
ously claimed  by  the  student.  A  good 
candidate  for  Clinical  Pastoral  Edu- 
cation and  hospital  chaplaincy  should 
be  comfortable  enough  with  his  or 
her  answers  to  the  questions  and  fa- 
miliar enough  with  the  struggle  to 
achieve  those  answers  that  he  or  she 
would  be  willing  for  a  patient  to  ar- 
rive at  different  answers. 

Following  the  selection  of  the  can- 
didates, the  students  ore  placed  in 
small  peer  groups  (maximum  of  six) 


and  ore  required  to  begin  function- 
ing as  hospital  chaplains  after  some 
basic  orientation  and  limited  train- 
ing. By  the  end  of  the  first  week  the 
student  is  on  the  word  functioning  as 
0  student  chaplain  under  close  su- 
pervision. Each  group  has  its  own 
clinical  supervisor,  and  the  six-mem- 
ber groups  will  meet  with  their  su- 
pervisors at  least  twice  a  week  in  or- 
der to  reflect  upon  the  efforts  to 
counsel  and  help  people.  There  ore 
also  individual  supervisory  sessions 
so  that  each  student  gets  close  sup- 
port and  close  surveillance  with  yet 
enough  freedom  to  work  on  the  wards 
and  function  as  chaplain. 

The  didactic  studies  of  the  student 
can  be  in  a  variety  of  areas  but  cer- 
tainly some  training  in  counseling 
and  psychology  and  in  stress  and  grief 
will  be  required.  In  order  to  qualify 
for  Clinical  Pastoral  Education  a  stu- 
dent must  hove  completed  or  be 
nearing  completion  of  his  or  her  for- 
mal theological  education.  As  a  phy- 
sician must  go  to  medical  school  and 
then  do  o  clinical  internship,  so  must 
a  chaplain  go  to  divinity  school  or 
seminary  and  then  do  a  clinical  in- 
ternship. 

The  Extent  of  Need 

Not  all  patients  or  family  members 
need  the  specialized  assistance  of  a 
hospital  chaplain.  As  many  as  85% 
of  the  patients  and  family  members 
will  handle  their  hospital  experi- 
ences without  difficulty  by  making 
use  of  their  relotionahips  with  their 
physicians,  general  hospital  staff, 
family  and  home  people  including 
their  clergy.  Approximately  15%  of 
the  patients  will  need  specialized  as- 
sistance. This  will  vary  somewhat  ac- 


cording to  the  individual  hospital  and 
the  type  of  core  that  it  provides. 

In  addition  to  helping  patients  and 
family  members,  chaplains  ore 
available  to  staff  and  hospital  per- 
sonnel for  counseling  usually  limited 
to  patient  core  issues.  This  includes 
facilitating  grief  and  assisting  in  stress 
management.  Hospital  chaplains  also 
often  serve  in  some  capacity  on  hos- 
pital ethics  committees  and  patient 
core  committees.  They  are  the  liaison 
with  the  religious  groups  and  the 
clergy  of  the  community. 

If  more  than  one  chaplain  is 
needed,  a  hospital  con  turn  to  com- 
munity clergy  for  backup.  If  more  ex- 
tensive and  around-the-clock  cover- 
age is  needed,  it  is  wise  and 
economically  advisable  for  a  hospital 
to  consider  employing  one  senior  staff 
chaplain  who  is  certified  as  a  super- 
visor of  Clinical  Pastoral  Education 
and  then  fund  the  tuition  of  the  chap- 
lain interns  or  residents  as  poyment 
for  services  rendered.  In  this  way,  a 
hospital  con  obtain  o  very  high  qual- 
ity of  chaplaincy  for  the  salary  of  one 
senior  staff  chaplain.  In  a  sense,  a 
hospital  con  get  four  or  five  chap- 
lains for  the  price  of  one. 

The  economics  of  health  care  has 
forced  cuts  in  some  hospital  chap- 
laincy programs.  However,  I  believe 
hospital  chaplaincy  is  here  to  stay.  It 
makes  a  significant  contribution  to 
the  total  health  care  provided  by  in- 
stitutions if  only  through  bedside  con- 
versations helping  potients  and  fam- 
ilies cope.  The  religious  rites, 
sacraments,  and  ceremonies  also 
provided  or  arranged  by  the  Hospital 
Chaplain  are  important,  but  the  prin- 
cipal contribution  will  always  be  the 
pastoral  conversation  and  counsel. 
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Announcement  from  the 
AMA  Auxiliary 

A  series  of  booklets  focusing  on  the  special  con- 
cerns of  medical  families  is  being  published  by  the 
American  Medical  Association  Auxiliary.  This  se- 
ries is  part  of  the  AMA  Auxiliary's  ongoing  effort 
to  provide  education  and  support  on  issues  affecting 
the  lives  of  physicians'  spouses  and  their  families. 

Titled  "What  Every  Physician's  Spouse  Should 
Know,"  the  series  currently  features  booklets  on: 
impairment:  professional  liability:  survival  tips  for 
resident  physician/medical  student  spouses;  a  book- 
let on  the  medical  marriage  that  will  focus  on  how 
physicians  and  spouses  cope  with  the  special  con- 


cerns of  the  training,  practice,  and  retirement  years; 
and  a  booklet  on  retirement  and  estate  planning, 
providing  essential  information  on  how  physicians 
and  spouses  should  plan  for  these  two  important 
phases  of  life. 

The  cost  for  all  booklets  in  this  series  is  $5  per 
copy.  For  AMA  Auxiliary  members,  there  is  a  spe- 
cial price  of  $3  per  copy. 

To  purchase,  send  prepaid  orders  to  the  AMA 
Auxiliary,  535  N.  Dearborn  St.,  Chicago,  IL 60610. 
For  further  information,  call  Betsy  J.  Davis,  312/ 
645-4470. 


What  Every  Physiciaifs  Spouse  Should  Know.. 
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I  Legal  process    ■  Coping 


A  series  of  booklets  on  topics  of  special 
interest  to  medical  families—  published  by  tfie 
American  IVIedical  Association  Auxiliary 

Professional  Liability 

■  Scope  of  problem 
Impairment 

■  Causes    ■  Impact  on  family    ■  Getting  help 
Survival  Tips  for  Resident  Physician/Medical  Student  Spouses 

■  Marnage  in  the  training  years    ■  Stress    ■  Finances 
Marriage 

■  Who  players  are    ■  Special  concerns    ■  Stages  of  medical 
career 
Retirement  and  Estate  Planning 

■  Making  retirement  years  fulfilling    ■  Providing  for  the 
family's  future 


American  Medical  Association  Auxiliary,  Inc 
535  N.  Dearborn  St.,  Chicago,  IL  60610 

Please  send  me  Ihe  following  publications  in  the  series  on 
What  Every  Physician's  Spouse  Should  Know: 

#  ot  copies 

Impairment  Marriage 

Professional  Liability  Retirement  and  Estate  Planning 

Survival  Tips  lor  Resident  (AVAILABLE  FEB.  1,  1987) 

Physician/Medical  Student  Spouses 

Each  booklet  is  $3  per  copy  for  AlvIA  Auxiliary  members  and  $5  per  copy  lor 
non-members 


Enclosed  is  my  check  in  the  amount  ol  $ 

AMA  Auxiliary  Check  must  accompany  order  lorm 

NAME 


-  made  payable  to  the 


CITY/STATE/ZIP 


February  1987,  NCMJ 
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Physicians  Always  Are 
Referring  To  Our  Reputation. 


Physicians  refer  to  Saint 
Albans  becatise  of  our  excel- 
lent reputation  as  Virginia's 
only  fiall-service,  private,  not- 
for-profit  psychiatric  hospital. 

Since  1916,  that  reputation 
has  been  built  on  compre- 
hensive care.  We  have  fially 
accredited  treatment  programs 
for  adults,  adolescents  and 
substance  abusers.  Specialized 
programs  for  senior  adults, 
the  treatment  of  eatuig  dis- 
orders, phobias  and  pain 
management  also  are  offered. 

Toclay,  the  cost  of  such  care 
is  on  the  conscience  of 
patients  and  physicians.  We 
keep  that  in  mind,  too,  and  are  proud  that  Saint  Albans  has  the  lowest  current  average 
patient  daily  charge  of  any  private  psychiatric  hospital  in  Virginia. 

When  you  refer  patients  to  Saint  Albans,  you  can  rely  on  our  reputation  for  the 
best  possible  care  at  the  lowest  possible  cost.  That's  why  physicians  have  been  refer- 
ring to  us  with  confidence  for  70  years.  Call  today  toll-fi-ee  1  -800-368-3468,  for  a 
free  brochure  on  Saint  Albans  Psychiatric  Hospital  or  write  to  "Reputation,"  P.O. 
Box  3608,  Radford,  VA  24143. 

nl  Psychiatric  HospitQl 

Private,  Not-For -Profit,  Full-Service 
Psychiatric  Care 

Radford,  Virginia 
1-800-368-3468 

Active  Medical  Staff: 


D.  Wilfred  Abse,  Ma 
lames  K.  Barnes,  M.D. 
HalG.  Gillespie,  M,D. 
G.  Paul  Hlusko,  M.D. 
Ronald  L.  Myers.  M.D. 


Basil  E.  Roebuck.  M.D. 
0.  LeRoyce  Royal,  M.D. 
Morgan  E.  Scott.  M.D. 
Don  L.Weston,  M.D. 


PHYSICIAN'S  FORUM 


Policing  tine  Practice  of  Medicine 


Eugene  W.  Linfors.  M.D..  editor 


•  The  question  for  February  is:  '  ■Should  our  Medical  Society-  play  a  greater 
role  in  policing  the  practice  of  medicine?" 


From  Harold  L.  Godwin,  M.D.,  Medical  Director, 
Fayetteville  area  health  education  foundation. 

1  have  three  suggestions  for  a  greater  role  in  policing 
the  practice  of  medicine  by  the  North  Carolina  Medical 
Society.  1  suggest  it  continue  to  encourage  the  passage  of 
legislative  proposals  brought  by  the  Board  of  Medical  Ex- 
aminers in  the  spring  of  1986.  I  also  suggest  that  the  society 
encourage  a  more  forceful  role  of  local  peer  review  by 
appropriate  county  society  committees  and  hospital  staff 
groups.  My  third  suggestion  will  follow  some  observations 
about  the  Board  of  Medical  Examiners. 

On  the  board  for  12  months,  1  am  now  reasonably 
knowledgeable  about  its  procedures.  The  administrative 
staff  is  first-rate  and  the  Board  convenes  frequently  and 
for  very  long  intervals.  Discussions  end  with  well  delib- 
erated, firm  but  compassionate  conclusions  based  always 
on  the  concrete  yardstick:  '•Would  this  be  acceptable  med- 
ical practice  for  my  family?"  The  majority  of  Board  ac- 
tivities are  never  apparent  because  informal  interviews  are 
always  held  behind  closed  doors. 

The  Board  operates  under  many  investigative  and  dis- 
ciplinary restraints  which  both  the  medical  and  general 
public  erroneously  assume  are  ordinary  Board  preroga- 
tives. Only  licensed  physicians  come  under  Board  juris- 
diction and  this  means  that  even  flagrant  malpractice  ac- 
tivities of  non-physicians  are  not  subject  to  the  medical 
examiners  but  rather  to  the  Attorney  General's  Office. 
There  they  are  a  low  priority  when  compared  with  other 
more  weighty  legal  matters  and  often  simple  fines  of  $25 
result  and  the  activity  may  resume.  There  are  also  many 
M.D.s  who  are  not  members  of  the  medical  society  nor 
of  any  hospital  staff.  Medical  transgressions  in  this  arena 
are  difficult  to  uncover  unless  informants  are  forthcoming. 
Informants,  contrary  to  general  misunderstanding,  always 
remain  confidential. 

My  third  suggestion  involves  a  reversal  of  the  current 
method  of  handling  the  physician  who  is  abusing  sub- 
stances, himself,  his  patients  or  all  three.  Now.  discipline 
is  first  and  help  is  second.  I  feel  strongly  that  this  should 
be  turned  around.  The  concept  is  not  new  and  has  been 
extremely  successful  in  other  states.  Our  present  system 
depends  primarily  on  the  donation  of  interest  and  time  by 
members  of  the  society's  Physician's  Health  and  Effec- 


tiveness Committee.  As  the  numbers  grow,  this  is  ob- 
viously unfair  to  the  Committee,  unwieldy  for  the  Board 
and  unwise  for  the  sick  physician. 

Funding  for  a  new  approach  to  the  impaired  physician 
is  an  obstacle  which  must  be  overcome.  In  this  connection, 
the  leadership  of  the  Medical  Society  and  the  Board  of 
Medical  Examiners  are  discussing  a  joint  venture  and  it  is 
my  hope  that  this  will  be  quickly  endorsed  by  all  con- 
cerned. 


M.D.,  a  psychiatrist  in 


From  306  Gregson  St..  Durham  27701 
February  1987,  NCMJ 


From  A.   Eugene  Douglas, 
Lumberton. 

The  question  posed  by  this  month's  Physicians'  Forum 
is  to  say  the  least  quite  difficult.  I  feel  that  the  answer  to 
the  question  is  yes.  however.  I  am  not  at  all  sure  how  this 
can  be  accomplished  but  will  offer  the  following 
thoughts.  Currently  the  North  Carolina  Board  of  Medical 
Examiners  does  an  excellent  job  of  dealing  with  physicians 
who  "break  the  law."  The  impaired  Physicians  Commit- 
tee of  the  North  Carolina  Medical  Society  is  making  a 
significant  impact  in  dealing  with  impaired  physicians. 
These  are  physicians  who  are  primarily  substance  abusers. 
Hospitals  generally  monitor  quite  carefully  privileges,  cre- 
dentials and  through  quality  assurance  activities,  length  of 
stay,  pathology  reports,  etc.  In  most  areas  the  hospitals 
are  identifying  problem  areas  and  ways  of  managing  these 
problems.  The  possible  exception  here  is  that  there  are 
many  free-standing  psychiatric  hospitals  where  the  main 
order  of  business  continues  to  be  "cashectomies."  We  are 
all  familiar  with  PSROs,  PROs,  etc.  and  again  they  have 
been  effective  in  some  areas  but  have  subjected  the  con- 
scientious and  ethical  practicing  physician  to  what  might 
best  be  described  as  "harassment."  A  recent  letter  to  the 
editor  in  the  North  Carolina  Medical  Journal  by  James 
A.  Bryan  II,  M.D..  eloquently  speaks  to  that  issue  (1986; 
47:281). 

What  seems  to  be  missing  is  an  acceptable  forum  within 
which  the  general  public  can  express  concerns  about  med- 
ical care.  These  concerns  have  to  do  with  accessibility, 
competence,  quality  of  care,  appropriateness  of  care,  cost 
of  care.  etc.  It  is  true  that  the  medical  society  has  a  griev- 
ance committee  that  can  address  these  issues,  however, 
the  public  is  not  generally  aware  of  that  procedure. 

Would  it  make  any  sense  for  the  North  Carolina  Medical 
Society  to  actively  initiate  a  "PR"  campaign  to  inform 
the  general  public  that  there  is  a  process  by  which  their 
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concerns  can  be  addressed?  Many  complaints  would  un- 
doubtedly he  petty  and  inappropriate  but  some  would  not. 
Might  the  general  public  perceive  this  as  a  genuine  effort 
on  the  part  of  the  medical  community  to  "police"  itself? 

Many  will  have  objections  and  perhaps  they  are  right. 
However,  alternatives  are  even  more  bleak.  I  feel  that  the 
general  public  will  continue  to  pressure  the  political  struc- 
tures to  develop  additional  PSROs,  PROs,  DRGs,  etc., 
and  that  eventually  the  political  system  will  respond  with 
more  and  more  controls  ultimately  leading  to  a  socialized 
system  of  medical  care  much  as  exists  now  in  Britain.  I 
personally  do  not  believe  the  political  structure  is  the  an- 
swer, but  you  can  be  sure  it  will  provide  the  "the  answer" 
if  we  do  not. 

The  medical  society  proposes  to  spend  millions  to 
"lobby"  for  tort  reform  in  reference  to  the  malpractice 
crisis.  Could  this  money  be  better  spent  convincing  the 
general  public  that  we  as  physicians  are  concerned  and 
willing  to  develop  an  appropriate  forum  for  these  con- 
cerns? There  could  be  no  better  lobby  than  a  return  to  the 
days  when  the  medical  profession  was  considered  an  es- 
sential and  honorable  profession. 

This  concept  is  probably  far  too  idealistic  in  view  of 
the  historical  traditions  of  the  medical  profession  of  fra- 
temalism  and  protectionism.  However,  failure  to  satisfac- 
torily address  this  issue  will  inevitably  further  reduce  our 
credibility. 

From  Martin  L.  Brooks,  M.D.,  a  physician  in 
Pembroke. 

There  is  little  wrong  with  the  practice  of  medicine  today 
that  a  good  dose  of  honesty  would  not  fix.  Awareness  of 
our  limitations  as  human  beings  and  as  physicians  and 
acceptance  of  those  limitations  could  go  a  long  way  in 
establishing  a  brotherhood  among  physicians  and  their  fel- 
low travelers  (patients). 

As  I  see  it,  one  of  our  most  effective  ways  of  policing 
ourselves  is  by  taking  a  greater  leadership  role  in  educating 
our  patients  (good  followers  make  good  leaders). 

When  President  Truman  was  asked  about  appointing  an 
ethics  committee  for  the  U.S.  Senate,  he  whipped  back. 
"What  is  wrong  with  the  Sermon  on  the  Mount?" 

We  physicians  might  do  well  to  ponder  the  same  ques- 
tion and  seek  individually  and  collectively  to  be  more  like 
the  man  Luke  referred  to  as  "The  Beloved  Physician." 

From  Thomas  E.  Fitz,  M.D.,  an  internist  in  Hickory. 

As  I  have  just  gone  off  of  the  Board  of  Medical  Ex- 
aminers (after  six  years  of  service).  1  have  strong  opinions 
relative  to  the  need  for  our  Medical  Society  to  play  a 
greater  role  in  policing  the  practice  of  medicine  in  our 
state.  One  would  have  to  be  knowledgeable  of  the  Board 
of  Medical  Examiners'  activities,  both  their  informal  and 
formal,  to  see  the  need  for  greater  participation.  Unfor- 
tunately, not  all  of  our  practicing  physicians  are  members 
of  our  Medical  Society. 

This  brings  me  to  how  the  society  could  play  a  role.  As 
the  society  is  made  up  of  individuals,  each  member  should 
consider  it  his  or  her  responsibility  or  duty  to  uphold  the 
highest  standards  of  medical  practice.  Whenever  anyone 


is  knowledgeable  of  acts  or  activities  not  consistent  with 
the  highest  standards,  he  or  she  should  be  willing  to  stand 
up  and  be  counted.  By  this  I  mean  one  could  act  on  the 
local  county  society  level,  friend-to- friend  level,  etc.,  and 
confront  the  individual  as  to  the  problem.  Whether  it  be 
substance  abuse,  incompetency,  unprofessional  conduct, 
these  should  be  pointed  out  and  actions  taken.  One  should 
not  hesitate,  after  the  facts  are  established,  to  report  these 
individuals,  if  necessary,  to  the  Board  of  Medical  Ex- 
aminers. On  the  other  hand,  there  is  a  hesitancy  "not  to 
become  involved,"  and  the  Board's  action  may  well  be 
hampered.  If  the  Medical  Society  could  arouse  the  re- 
sponsibility of  the  individual  to  work  for  the  good  of  all. 
then  policing  the  practice  of  medicine  by  our  Medical 
Society  might  well  be  of  value.  As  I  understand  it.  policing 
means  to  gather  information.  I  feel  that  with  that  infor- 
mation obtained,  then  the  decision  as  to  what  to  do  with 
it  remains.  It  is  the  Board  of  Medical  Examiners'  respon- 
sibility to  act  on  that  information.  The  Board  can  only  act 
where  there  is  a  willmgness  for  "witnesses"  to  testify. 

There  has  been  a  good  working  relationship  between 
the  North  Carolina  Medical  Society  and  the  North  Carolina 
Board  of  Medical  Examiners.  1  should  think  that  this  could 
be  continued  and  strengthened. 

From  Eban  Alexander,  Jr.,  M.D.,  a  surgeon  at  Bow- 
man Gray  School  of  Medicine  in  Winston-Salem. 

The  answer  to  the  question  is  "yes." 

How? 

I.  A)  The  North  Carolina  Medical  Society  can  pass 
resolutions  recommending  for  or  against  forms  of  treat- 
ment or  health  hazards  which  can  and  should  influence 
medical  practice. 

The  best  example  of  that  is  the  resolution  passed  some 
years  ago  concerning  the  inadvisability  of  using  amphet- 
amines and  other  appetite  suppressor  drugs  for  weight  loss . 

This  particular  resolution  has  had  a  significant  impact 
on  the  practice  of  medicine  in  North  Carolina  particularly 
because  of  the  use  of  this  resolution  by  the  North  Carolina 
Board  of  Medical  Examiners. 

B)  The  North  Carolina  Medical  Society  shares  respon- 
sibility for  judgment  concerning  physicians  practicing  in 
North  Carolina  who  make  excessive  use  of  alcohol  or  other 
drugs.  This  is  a  relatively  small  number  of  physicians  but 
the  state  medical  association  has  taken  a  strong  position 
in  its  "impaired  physicians  program."  This  position  needs 
to  be  stronger,  supported  by  better  financial  background, 
and  made  truly  helpful  to  physicians  impaired  by  the  use 
of  alcohol  and/or  drugs.  Such  physicians  are  not  only  a 
threat  to  themselves  but  to  the  patients  for  whom  they 
care. 

The  North  Carolina  Medical  Society  does  and  should 
to  a  greater  extent  support  the  functions  of  peer  review 
efforts  by  the  hospital  staff  of  various  hospitals  of  the  state. 

The  North  Carolina  Medical  Society  should  continue 
supporting  in  every  way  it  can  the  disciplinary  functions 
of  the  grievance  committees  of  the  county  medical  asso- 
ciations. 

In  addition  to  this,  every  individual  who  is  licensed  to 
practice  in  North  Carolina  is  interviewed  by  at  least  one 
member  of  the  Board  of  Medical  Examiners  or  the  Ex- 
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ecutive  Director  of  the  Board  before  a  license  is  granted. 
If  there  is  a  question  in  the  minds  of  the  single  examiners, 
that  applicant  is  asked  to  appear  before  the  entire  Board 
of  Medical  E.\aminers  at  its  next  meeting. 

The  North  Carolina  Medical  Society  should  seek  to  sup- 
port in  every  way  it  can  the  strengthening  of  the  function 
of  the  N.C.  Board  of  Medical  Examiners  by  advocating 
and  lobbying  for  changes  in  legislation  to  give  the  Board 
ot  Medical  Examiners  powers  to  enforce  its  judgments  on 
an  equitable  basis. 

The  Board  of  Medical  Examiners  is  concerned  with 
many  major  problems: 

1.  alcoholism 

2.  drug  abuse 

3.  illegal  prescribing  habits  by  physicians 

4.  the  committing  of  a  felony 

5.  the  committing  of  a  fraud 

6.  criminal  activities  of  any  sort 

7.  medical  incompetence 

8.  abetting  the  illegal  practice  of  medicine  by  those 
not  licensed  as  physicians 

9.  sexual  intimacy  with  patients 

10.  overcharging  of  patients 

1 1 .  notice  of  disciplining  or  discharge  from  a  hospital 
staff 


In  all  of  these  matters,  the  Board  gives  prolonged  con- 
sideration to  each  subject  brought  before  it  with  the  aid 
of  competent  legal  assistants. 

In  conclusion,  it  is  of  utmost  importance  that  the  judicial 
system  of  North  Carolina  support  the  confidentiality  of 
peer  review:  records  at  the  hospital  level,  the  local  medical 
society  level,  the  state  medical  association  level,  and  the 
North  Carolina  Board  of  Medical  Examiners. 

From  Charles  H.  Duckett,  M.D.,  a  practicing  physi- 
cian and  faculty  member  at  East  Carolina  University 
School  of  Medicine  in  Greenville. 

Through  its  constitution,  the  medical  society  represents 
the  physicians  of  the  state  and  is  provided  the  responsibility 
to  elevate  the  standards  and  quality  of  care  provided  to 
patients  by  those  physicians.  Therefore,  it  is  an  innate 
responsibility  of  the  medical  society  to  assist  in  "policing" 
the  practice  of  medicine  in  our  state. 

The  Board  of  Medical  Examiners  is  the  body  established 
by  statute  to  properly  regulate  the  practice  of  medicine 
and  surgery  and  to  protect  the  well-being  of  the  citizens 
through  its  actions.  The  methods  for  formal  disciplinary 
proceedings,  however,  are  cumbersome  and  time-consum- 
ing, and  often  the  Board  is  able  to  address  only  the  major 
problems  while  multiple  lesser  problems  may  not  be  ad- 
dressed adequately  through  early  intervention  and  a  "pre- 
ventive" approach.  Though  the  medical  society  is  active 
in  some  investigation  of  complaints  and  allegations  relat- 
ing to  physicians,  the  methods  to  do  more  could  be  ex- 
panded through  legislation  which  would  provide  proper 
protection  from  liability. 

A  major  need  for  reporting  and  follow-up  is  in  the  area 
related  to  the  impaired  physician,  including  those  who  are 
physically  or  mentally  ill,  dependent  upon  alcohol  and/or 


drugs,  or  too  cognitively  incompetent  to  practice  safely. 
Currently,  the  Health  and  Effectiveness  Committee  of  the 
medical  society  has  a  number  of  diligent  physician  vol- 
unteers who  spend  untiring  effort  in  the  rehabilitation  of 
impaired  physicians.  But.  these  volunteers  could  be  much 
more  efficient  with  a  central  organization,  including  at 
least  a  physician  and  a  secretary,  to  provide  the  continuity 
of  contact  and  follow-up  that  the  impaired  physician  needs 
for  successful  recovery.  Special  treatment  centers  might 
be  developed  and  supported  by  the  medical  society  at  a 
later  time. 

This  is  but  one  example  of  how  the  medical  society  can 
be  helpful  in  identifying  and  assisting  the  impaired  phy- 
sician to  recovery.  The  Board  of  Medical  Examiners  can 
also  assist  the  medical  society  in  this  sense,  but  the  Board 
is  the  body  that  must  retain  the  responsibility  for  mandated 
corrective  and  probationary  action.  The  concerted  effort 
of  both  to  maintain  the  quality  of  care  of  patients  at  a  level 
of  excellence  should  be  the  goal.  Yes,  the  medical  society 
through  its  collective  membership  should  play  a  greater 
role  in  policing  the  practice  of  medicine  in  our  state. 

From  E.  Harvey  Estes.  Jr.,  M.D.,  an  internist  at  Duke 
University  Medical  Center,  Durham. 

The  North  Carolina  Medical  Society  plays  an  important 
role  in  a  certain  type  of  "policing."  but  it  has  severe 
limitations  in  other  types. 

In  the  area  of  poor  communication  between  doctor  and 
patient,  the  medical  society,  through  county  and  state  so- 
ciety mediation  committees,  serves  a  very  useful  role, 
which  could  be  made  more  important  by  publicizing  this 
activity  more  widely.  These  conflicts  usually  involve  fee 
disputes,  lack  of  response  to  requests  for  records,  and 
similar  matters.  The  parties  involved  have  reached  an  im- 
passe, but  remain  receptive  to  an  outside  mediator.  The 
doctor  is  often  not  aware  of  the  dispute,  which  has  been 
carried  on  by  members  of  his  office  staff.  An  opinion  by 
the  physician's  peers  is  generally  appreciated  and  honored 
by  the  two  parties,  relieving  the  tensions  and  avoiding 
litigation. 

These  disputes  are  usually  relatively  minor  in  severity 
and  represent  misunderstandings  between  rational  and  rea- 
sonable people. 

In  other  "police"  actions,  the  medical  society  is  almost 
helpless.  There  are  physicians  whose  activities  are  at  the 
fringes  or  beyond  the  bounds  of  ethical  or  scientific  prac- 
tice, and  who  are  usually  fully  aware  of  this  fact.  They 
continue  their  activities  because  it  is  profitable,  or  it  is  the 
only  type  practice  they  know. 

In  such  cases  the  medical  society  is  almost  totally  im- 
potent. These  offenders  usually  have  little  regard  for  peer 
opinion.  The  only  way  to  offset  their  behavior  is  by  ap- 
plication of  sanctions  —  fines,  prison  sentences,  denial  of 
privileges,  withdrawal  of  licenses,  etc.  The  medical  so- 
ciety has  only  one  sanction  at  its  disposal  —  ejection  of 
the  offender  from  its  ranks.  This  is  usually  an  ineffective 
gesture. 

The  only  effective  organizations  for  this  type  of  policing 
are  those  capable  of  imposing  sanctions  —  hospital  boards , 
licensing  boards,  and  criminal  courts.  When  the  medical 
society  attempts  to  deal  with  this  type  offender,  it  also 
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opens  itself  to  litigation,  witliout  the  legal  protection  avail- 
able to  the  above  groups. 

It  is  my  belief  that  a  better  course  of  action  is  for  the 
medical  society  to  refer  these  cases  to  the  Board  of  Medical 
Examiners,  or  hospital  medical  staffs,  for  further  inves- 
tigation and  action. 

From  Charles  R.  Vernon,  M.D.,  a  physician  in  Wil- 
mington. 

The  ansvk'er  is,  "Yes  and  no." 

Yes.  NCMS  is  vitally  concerned  with  quality  of  medical 
practice.  The  fundamental  professional  interest  of  each 
physician  and  thus  NCMS  is  the  health  of  the  individual, 
the  family,  and  the  community.  This  interest  and  concern 
are  best  served  by  the  Society's  supporting  peer  review  and 
continuing  education.  Where  there  is  evidence  of  poor 
quality  of  care  the  interest  of  NCMS  is  in  providing  help 
and  support  to  improve  the  standard  of  care  of  the  phy- 
sician involved,  complementing  local  mechanisms  within 
county  medical  societies  and/or  community  hospitals.  Re- 


dress would  be  by  appropriate  prescriptive  remedial  edu- 
cation or  prescriptive  treatment  and  rehabilitation,  and  in 
some  instances  both,  orchestrated  through  an  appropriate 
existing  committee  (like  the  committee  on  physicians'  health 
and  effectiveness  or  committee  on  medical  education).  A 
monitoring  system,  such  as  already  exists  in  the  committee 
on  physicians"  health  and  effectiveness,  should  be  pro- 
vided for  an  extended  period  of  time.  This  can  be  imple- 
mented by  expanding  and  extending  existing  resources 
within  the  society,  again,  complementing  local  resources. 

No.  NCMS  should  not  be  in  the  business  of  policing 
the  practice  of  medicine  in  our  state.  The  Society  is  an 
organization  based  on  a  collegial  relationship,  not  a  big 
brother  one.  And  our  interest  is  not  just  in  being  sure  there 
is  a  minimum  standard  of  care.  We  are  interested  in  a  high 
standard  of  care,  with  consideration  of  cost,  but  dictated 
by  best  quality,  by  the  best  interest  of  the  patient. 

"Collegial"  is  the  proper  word  in  this  context.  We  are 
all  teachers  and  learners,  and  the  Society  is  obliged  to 
provide  a  means  to  promote  the  teacher  and  learner  in  each 
of  us,  please! 


>  Editor' s  Note:  Careful  readers  of  our  opinions  this  month  will  be  aware 
of  what  the  North  Carolina  Medical  Socier\'  is  already  doing  to  police 
the  practice  of  medicine  as  well  as  some  good  suggestions  for  an  ex- 
panded role.  The  message  from  our  respondents  would  seem  to  be  that 
the  medical  society  can  and  should  support  good  faith  efforts  to  identify 
and  help  the  impaired  physician,  local  attempts  at  peer  review,  and  the 
establishment  of  a  forum  for  the  general  public  to  express  concerns 
about  medical  care. 


"When  I  Grow  Up  . . 

Every  child  likes  to  play  "grown-up", 
but  no  child  should  have  to  suffer  the  very 
grown-up  symptoms  of  childhood  cancer. 

At  St.  Jude  Children's  Research  Hospital, 
were  fighting  to  put  an  end  to  this  sense- 
less loss,  and  were  working  toward  a  day 
when  no  innocent  "grown-up"  will  lose  her 
life  to  cancer. 

To  find  out  how  you  can  help,  write  to 
St.  Jude.  505  N.  Parkway,  Memphis.  TN 
38105.  or  call  1-800-238-9100. 

»    y  ^.jivHCHiinmiXH 

#    ,  H£.'»tU«  H  HOSPITAL 
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We're  Here  For  You,  North  Carolina 


Medical  Mutual  Insurance  Connpany  was  created 
by  North  Carolina  physicians  in  1975  to  stabilize  the 
volatile  professional  liability  insurance  nnarket.  For 
eleven  years,  we  have  been  able  to  keep  that  market 
open  for  all  physicians  in  North  Carolina.  Because  our 
primary  goal  is  stability-not  profit-we  will  continue  to 
serve  you  while  other  companies  limit  their  markets 
or  restrict  coverage. 

Our  presence  in  North  Carolina  guarantees  that 
experienced  physicians  can  practice  their  specialties, 


new  physicians  can  begin  their  practices,  and  citizens 
of  the  state  will  get  the  high  quality  medical  care  they 
deserve.  By  bringing  stability  to  the  professional  liability 
market,  we're  serving  the  public  good. 

Medical  Mutual.  We'll  be  there  when  you  need  us. 

^^1^  Medical  Mutual 

^     Medical  Insurance  Agency,  Inc. 


Medical  Mutual  Insurance  Company  of  North  Carolina  and  its  subsidiary.  Medical  Insurance  Agency,  Inc. 
are  located  at  222  North  Person  Street,  Raleigh,  NC  27611   919/828-9334    800/662-7917 
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MEDICAL  EDUCATION 


The  View  from  the  Bed 


Mark  W.  Swaim 


DOCTORS  are  bad  patients,  but  medical  students  are 
worse.  Textbook  knowledge  is  our  undoing.  We  know 
wliat  might  be  wrong  with  us  and  confront  our  own  aches 
and  palpitations  with  abject  terror. 

I  began  caring  for  patients  never  having  been  one.  I 
approached  suffering  with  both  compassion  and  the  con- 
fident naivete  of  one  who  never  has  suffered,  who  takes 
his  own  health  for  granted  —  hospitals,  after  all,  are  for 
sick  people.  My  white  coat  was  for  me  a  subliminal  guar- 
antee of  immunity  to  illness.  House  of  God  Rule  Number 
IV:  The  patient  is  the  one  with  the  disease. 

When  I  doubled  over  with  monumental  abdominal  pain 
this  summer,  the  inviolability  of  my  health  ended  abruptly. 
Lab-mates  whisked  me  off  to  the  emergency  room  where 
I  became,  for  the  first  time,  a  patient.  I  was  terrified.  Did 
I  have  a  twisted  or  obstructed  bowel?  A  kidney  stone?  A 
perforation  or  rupture? 

A  year  ago  I  had  worked  in  this  same  ER  caring  for 
terrified  patients  on  stretchers.  Now  1  was  on  a  stretcher, 
writhing  and  panting  in  excrutiating  pain,  being  wheeled 
to  a  familiar  radiology  suite  for  emergency  x-rays  of  my 
belly. 

A  resident  reinforced  my  worst  fear:  "Looks  like  you 
may  have  perfed."  A  perforated  intestine  ...  a  hole  in 
my  bowel  .  .  .  peritonitis  .  .  .  emergency  surgery.  I  wanted 
someone  to  read  the  riot  act  to  my  raging  innards. 

Medical  students  who  become  patients  are  afforded  red- 
carpet  treatment,  cared  for  by  their  professors.  A  graying, 
bearded  man  in  a  white  coat  came  to  my  bed. 

"Hi,  Mark,  I'm  Dr.  S."  I  knew  he  was  chief  of  the 
emergency  room,  and  he  meticulously  examined  my  ab- 
domen. "Your  x-rays  aren't  back  yet,"  he  said  soothingly. 
Suddenly  I  was  seized  with  a  searing  spasm  deep  in  my 
viscera.  "I  can't  stand  it!"  I  screamed,  groping  at  my 
belly.  I  pleaded  for  pain  medication. 

Dr.  S.  squeezed  my  hand.  "Mark!  MARK!  You're  a 
medical  student!  You  know  we  can't  give  you  anything 
until  we  know  what's  wrong." 
Sobbing,  with  teeth  clenched  in  agony,  I  nodded. 
I  had  forsaken  all  reason.  I  had  become  like  a  colicky 
horse  that  injures  itself  by  thrashing  in  pain  and  panic.  I 
was  ready  to  commit  seppuku  with  the  nearest  scalpel. 


From  Duke  University  Medical  Center,  P.O.  Box  2789,  Durilam  27710. 
Previously  published  in  the  Spectator  Magazine  of  the  Triad,  Aueusl 
14-20,  1986. 


"Physician,  heal  thyself"  mocked  me. 

"I'm  having  the  nurse  draw  blood  and  start  an  intra- 
venous," Dr.  S.  said.  "I'm  also  sending  a  surgeon  in  to 
look  at  you." 

I  winced  as  the  nurse  plunged  an  eighteen-gauge  needle 
deep  into  my  forearm.  I  had  started  i.v.s  many  times  and 
knew  what  came  next.  I  felt  warm  blood  trickling  onto 
my  forearm. 

After  what  seemed  an  eternity,  I  learned  my  x-rays  had 
appeared  normal  except  for  a  small  bowel  inflated  like  a 
balloon.  "Looks  like  bad  bowel  spasms,  but  you  haven't 
ruptured  anything."  the  resident  said.  The  next  hours  were 
a  ritual  of  rectal  and  intestinal  indignities,  familiar  if  you're 
a  doctor,  painful  if  you're  a  patient. 

Five  hours  after  I  had  arrived  at  the  emergency  room, 
my  bellyache  began  to  subside,  gradually,  as  mysteriously 
as  it  had  come.  Exhausted,  I  dozed  as  fluid  dripped  into 
my  veins. 

The  doctors  were  baffled.  Had  I  passed  a  kidney  stone? 
No,  the  pain  wasn't  the  right  kind  and  my  urine  was  nor- 
mal. A  twisted  bowel?  Maybe,  but  the  pain  had  gone  away. 
Food  poisoning?  Maybe,  but  I  had  no  fever  or  nausea. 
Merely  severe  intestinal  spasms?  Probably,  but  why? 

I  left  thinking  about  an  OB-GYN  resident  I  knew  who. 
having  given  birth  to  her  first  child,  swore  she'd  never 
deliver  a  patient's  baby  the  same  way  again.  Likewise,  I 
am  sure  I'll  never  approach  patients  the  same  way  again. 
For  most  of  us.  health  is  like  stage  lighting:  we  notice 
it  only  when  it's  bad.  I've  learned  to  appreciate  the  absence 
of  pain,  and  that  some  things  I  do  to  patients  hurt.  Needles 
are  bigger  on  the  receiving  end.  And  bedpans  are  embar- 
rassing. I've  put  these  experiences  into  a  mental  Rolodex 
to  help  me  view  patients  from  the  bed  instead  of  only  from 
the  bedside. 

I  realized  pain  can  turn  anyone  into  a  gibbering  heap. 
Within  half  an  hour  of  my  attack  I  had  become  a  Whit- 
man's Sampler  of  fears:  fear  of  dying,  of  surgery,  of  dis- 
ease, of  future  impairment.  Three  years  of  medical  edu- 
cation suddenly  counted  for  naught,  and  "Will  I  be  okay?' ' 
became  a  far  more  pressing  concern  to  me  than  any  di- 
agnostic challenge  I  posed. 

I  learned  more  in  one  afternoon  than  in  any  medical 

school  course,  and  I  left  the  hospital  understanding  for  the 

first  time  why  the  wounded  physician  is  the  best  healer. 

I  had  gotten  my  comeuppance,  as  Orson  Welles  said  of 

George  Amberson,  "three  times  filled  and  running  over." 
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The  Patient  from  Whom  1  Learned  Most 


Remembering  Bonnie 


Richard  D.  Kenney,  M.D. 


I  had  seen  Bonnie  a  number  of  times  over  the  years  before 
she  turned  13.  for  the  typical  office  visit  problems:  upper 
respiratory  infection  symptoms,  camp  physicals,  a  rash. 
She  would  sit  on  the  exam  table,  speaking  only  when  spoken 
to.  taking  her  cues  from  Mom.  who  was  "raised  right." 
being  always  deferential  and  courteous. 

Shortly  after  school  restarted.  Bonnie  came  in  because 
of  a  stomach  ache  of  two  day's  duration.  She  didn't  look 
ill,  sitting  in  her  compliant  way.  Mom's  placidity  gave  no 
clue  of  concern.  The  history  was  not  helpful.  During  the 
physical  exam,  I  saw  a  well-distributed  female  escutcheon 
and  axillary  hair.  "Better  do  some  more  checking,"  1 
thought. 

"Bonnie,  would  you  please  loosen  your  bra  so  I  can 
cheek  your  breasts?" 

"Is  there  a  problem,  doctor?" 

"No,  Mrs.  P.,  just  checking.  Have  you  seen  your  period 
yet,  Bonnie?" 

"No.  she  hasn't,  doctor,  but  we've  talked  about  it." 

"Well,  getting  back  to  the  abdominal  pain,  I  don't  find 
too  much.  Maybe  it's  a  viral  illness  starting  up.  Let's  just 
check  the  urine  to  be  sure  it's  not  an  infection  in  the  kidney 
system." 

"That's  fine,  because  she  did  vomit  the  last  week  or 
so.  Didn't  1  hear  you  when  you  first  got  up,  Bonnie?" 

"Yes'm,"  shrugged  Bonnie. 

"OK,  let's  check  the  urine.  I'll  be  right  in  after  we  do 
that.  I'll  ask  my  nurse  to  help  you." 

Allowed  only  the  time  that  most  pediatricians  have  to 
construct  an  explanation  for  a  patient's  symptom,  that  time 
between  exam  rooms.  1  wondered  if  she  could  be  pregnant. 
She  was  premenarchal  but  her  physical  sexual  maturity 
was  worrisome.  Could  the  vomiting  be  morning  sickness? 
1  thought  I'd  better  ask  some  more  questions.  In  the  mean- 
time, I  ordered  a  pregnancy  test. 

Thirty  minutes  later:  "Doctor  K.,  here  is  the  result  on 


From  the  Department  of  Pediatrics,  Ctiariotle  Memorial  Hospital  &  Med- 
ical Center.  Charlotte  28232 


that  urine  you  ordered."  Urinalysis  —  negative.  Preg- 
nancy test  —  POSITIVE. 

Yikes!  Little  meek  Bonnie?!  She  hasn't  even  had  her 
first  period  yet!  Can  I  trust  this  test? 

Well,  I  went  back  in,  asked  Mrs.  P.  to  leave  and  talked 
with  Bonnie. 

After  a  few  tangential  inquiries  that  gave  me  no  re- 
sponse, I  said,  "Bonnie,  I  don't  know  if  you  know  it  or 
not,  but  we  sometimes  use  a  urine  test  to  find  out  if  some- 
one is  pregnant.  When  we  did  your  test,  it  came  back 
positive.  Do  you  think  you  could  be  pregnant?" 

Teenagers  talk  with  their  eyes,  with  their  bodies.  "Me?" 
she  shrugged,  with  an  expression  that  indicated  I  was  way 
off  base.  "1  haven't  had  a  period  yet." 

"You're  right.  It  would  be  unusual.  Have  you  been 
with  anyone  in  the  past  two  or  so  months?"  I  deliberately 
left  out  the  verb,  "sleeping."  for  teenagers  can't  conceive 
of  having  such  a  luxury. 

"Whaddya  mean?" 

"Have  you  had  sex  with  anyone?"  Another  euphemism 
they  have  no  concept  of  is  "making  love." 

"During  the  summer,  this  guy  I  met.  Larry,  and  I  were 
kissing  and  stuff.  Just  fooling  around." 

Seems  like  a  lot  of  that  goes  on  —  fooling  around.  More 
than  a  little  truth  in  that  phrase,  considering  how  foolish 
it  is  and  how  they  are  only  fooling  themselves.  This  pre- 
menarchal girl  had  gone  from  no  menses  because  of  her 
developmental  age.  to  no  periods  because  she  was  preg- 
nant. 

Bonnie  taught  me  all  right.  Anyone  who  is  physically 
capable  of  becoming  pregnant  can  be.  In  the  adolescent 
age  group,  if  the  complaint  is  vague,  the  history  doesn't 
mesh  with  physical  exam,  or  the  problem  is  genitourinary, 
consider  a  pregnancy  test.  I've  learned  that  patients  like 
Bonnie  will  come  in  with  aches  and  pains,  intermittent 
abdominal  pain,  or  malaise.  On  those  occasions  when  I 
have  hurried  an  interview  or  allowed  myself  to  be  con- 
vinced that  pregnancy  is  an  unlikely  possibility.  I  have 
soon  regretted  not  remembering  Bonnie.  □ 
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"Living  in  the  city 
is  lonely  enough... 
with  herpes  it's  like 

^  -solitary  confinement!* 


ZOVIRAX 

(acyclovir) 

CAPSULES 

Prevent  genital  herpes 

recurrences 

month  after  month  with 

daily  therapy. 

(In  controlled  studies,  recurrences  were 
totally  prevented  for  4  to  6  months  in  up  to 
75%  of  patients.) 

Please  see  last  page  of  this  advertisement  for 
briefsummary  of  prescribing  information. 


ZOVIRAX 

(acyclovir) 

CAPSULES 

Help  free  your 
patients  from 
recurrences. 


Daily  therapy 

Coping  with  genital  herpes  is 
rarely  easy.  For  some,  the 
worst  part  is  the  pain  and 
discomfort  of  frequent  attacks 
—  month  after  month,  year' 
after  year.  For  others,  the 
emotional  burden  presents  a 
more  difficult  problem,  leading 
to  social  isolation,  anxiety,  and 
diminished  self-esteem. 

Prevent  or  reduce 
recurrences 

Although  your  patients  have 
to  live  with  herpes,  they 
shouldn't  have  to  suffer.  Daily 
therapy  with  ZOVIRAX 
CAPSULES  can  help  free 
them  from  the  cycle  of 
recurrent  genital  herpes.  For 
many,  one  capsule  three  times 
a  day  can  suppress  recurrences 
completely  while  on  therapy. 


Generally 
well  tolerated 

Daily  therapy  with  ZOVIRAX 
CAPSULES  is  generally  well 
tolerated.  The  most  frequent 
adverse  reactions  reported 
during  clinical  trials  were 
headache,  diarrhea,  nausea/ 
vomiting,  vertigo,  and 
arthralgia. 

The  physical  and  emotional 
difficulties  posed  by  genital 
herpes  are  unique  for  each 
patient.  The  frequency  and 
severity  of  recurrent  episodes, 
as  well  as  the  emotional 
impact  of  the  disease,  should 
be  considered  when  selecting 
daily  therapy  with  ZOVIRAX 
CAPSULES. 

Please  see  brief  summary  of 
prescribing  information  on  next  page. 


Prevent  recurrences 
month  after  month* 

ZOVIRAX 

(acydovir) 

CAPSULES 

Brief  Summary 

INDICATIONS  AND  USAGE:  Zovirax  Cap- 
sules are  indicated  for  the  treatment  of  initial 
episodes  and  the  management  of  recurrent  epi- 
sodes of  genital  herpes  in  certain  patients. 

The  severity  of  disease  is  variable  depending 
upon  the  immune  status  of  the  patient,  the  fre- 
quency and  duration  of  episodes,  and  the  degree 
of  cutaneous  or  systemic  involvement.  These 
factors  should  determine  patient  management, 
which  may  include  symptomatic  support  and 
counsehng  only,  or  the  institution  of  specific 
therapy.  The  physical,  emotional  and  psycho- 
social difficulties  posed  by  herpes  infections  as 
well  as  the  degree  of  debilitation,  particularly  in 
immunocompromised  patients,  are  unique  for 
each  patient,  and  the  physician  should  deter- 
mine therapeutic  alternatives  based  on  his  or 
her  understanding  of  the  individual  patient's 
needs.  Thus  Zovirax  Capsules  are  not  appropri- 
ate in  treating  all  genital  herpes  infections.  The 
following  guidelines  may  be  useful  in  weighing 
the  benefif  risk  considerations  in  specific  disease 
categories: 

First  Episodes  (primary  and  nonprimary  infec- 
tions —  commonly  known  as  initial  genital 
herpes): 

Double-blind,  placebo-controlled  studies  have 
demonstrated  that  orally  administered  Zovirax 
significantly  reduced  the  duration  of  acute  infec- 
tion (detection  of  virus  in  lesions  by  tissue  cul- 
ture) and  lesion  healing.  The  duration  of  pain 
and  new  lesion  formation  was  decreased  in 
some  patient  groups.  The  promptness  of 
initiation  of  therapy  and/or  the  patient's  prior 
exposure  to  Herpes  simplex  virus  may  influence 
the  degree  of  benefit  from  therapy  Patients  with 
mild  disease  may  derive  less  benefit  than  those 
with  more  severe  episodes.  In  patients  with  ex- 
tremely severe  episodes,  in  which  prostration, 
central  nervous  system  involvement,  urinary 
retention  or  inability  to  take  oral  medication  re- 
quire hospitalization  and  more  aggressive  man- 
agement, therapy  may  be  best  initiated  with 
intravenous  Zovirax. 
Recurrent  Episodes: 

Double-blind,  placebo-controlled  studies  in 
patients  with  frequent  recurrences  (6  or  more 
episodes  per  year)  have  shown  that  Zovirax 
CMsules  given  for  4  to  6  months  prevented  or 
reduced  the  frequency  and/or  severity  of  recur- 
rences in  greater  than  95%  of  patients.  Clinical 
recurrences  were  prevented  in  40  to  75%  of  pa- 
tients. Some  patients  experienced  increasecf 
severity  of  the  first  episode  following  cessation 
of  therapy;  the  severity  of  subsequent  episodes 
and  the  effect  on  the  natural  history  of  the 
disease  are  still  under  study. 

The  safety  and  efficacy  of  orally  administered 
acyclovir  in  the  suppression  of  frequent  episodes 
of  genital  herpes  have  been  established  only  for 
up  to  6  months.  Chronic  suppressive  therapy  is 
most  appropriate  when,  in  the  judgement  of  the 
physician,  the  benefits  of  such  a  regimen  out- 
weigh known  or  potential  adverse  effects.  In 
general,  Zovirax  Capsules  should  not  be  used  for 
the  suppression  of  recurrent  disease  in  mildly 
affected  patients.  Unanswered  questions  con- 
cerning the  human  relevance  of  in  vitro  muta- 
genicity studies  and  reproductive  toxicity 
studies  in  animals  given  very  high  doses  of  acy- 
clovir for  short  periods  (see  Carcinogenesis, 
Mutagenesis,  Impairment  of  Fertility)  should  be 
borne  in  mind  when  designing  long-term  man- 
agement for  individual  patients.  Discussion  of 
these  issues  with  patients  will  provide  them  the 
opportunity  to  weigh  the  potential  for  toxicity 
against  the  severity  of  their  disease.  Thus,  this 
regimen  should  be  considered  only  for  appropri- 
ate patients  and  only  for  six  months  until  the 
results  of  ongoing  studies  allow  a  more  precise 
evaluation  of  the  benefit/risk  assessment  of 
prolonged  therapy 

Limited  studies  have  shown  that  there  are  cer- 
tain patients  for  whom  intermittent  short-term 
treatment  of  recurrent  episodes  is  effective.  This 


approach  may  be  more  appropriate  than  a  sup- 
pressive regimen  in  patients  with  infrequent 
recurrences. 

Immunocompromised  patients  with  recurrent 
herpes  infections  can  be  treated  with  either 
intermittent  or  chronic  suppressive  therapy. 
Clinically  significant  resistance,  although  rare, 
is  more  likely  to  be  seen  with  prolonged  or  re- 
peated therapy  in  severely  immunocompromised 
patients  with  active  lesions. 

CONTRAINDICATIONS:  Zovirax  Capsules 
are  contra  indicated  for  patients  who  develop 
hypersensitivity  or  intolerance  to  the  compa- 
nents  of  the  formulation. 

WARNINGS:  Zovirax  Capsules  are  intended  for 
oral  ingestion  only 

PRECAUTIONS:  General:  Zovirax  hais  caused 
decreased  spermatogenesis  at  high  doses  in  some 
animals  and  mutagenesis  in  some  acute  studies 
at  high  concentrations  of  drug  (see  PRECAU- 
TIONS —  Carcinogenesis,  Mutagenesis, 
Impairment  of  Fertility).  The  recommended  dos- 
age and  length  of  treatment  should  not  be  ex- 
ceeded (see  DOSAGE  AND  ADMINISTRATION). 

Exposure  of  Herpes  simplex  isolates  to  acy- 
clovir in  vitro  can  lead  to  the  emergence  of  less 
sensitive  viruses.  The  possibility  of  the  appear- 
ance of  less  sensitive  viruses  in  man  must  be 
borne  in  mind  when  treating  patients.  The  rela- 
tionship between  the  in  vitro  sensitivity  of 
Herpes  simplex  virus  to  acyclovir  and  clinical 
response  to  therapy  has  yet  to  be  established. 
Because  of  the  possibility  that  less  sensitive 
virus  may  be  selected  in  patients  who  are  receiv- 
ing acyclovir,  all  patients  should  be  advised  to 
take  particular  care  to  avoid  potential  transmis- 
sion of  virus  if  active  lesions  are  present  while 
they  are  on  therapy  In  severely  immunocompro- 
mised patients,  the  physician  should  be  aware 
that  prolonged  or  repeated  courses  of  acyclovir 
may  result  in  selection  of  resistant  viruses 
which  may  not  fxilly  respond  to  continued  acy- 
clovir therapy- 
Drug  Interactions:  Co-administration  of  pro- 
benecid with  intravenous  acyclovir  has  been 
shown  to  increase  the  mean  half-life  and  the 
area  under  the  concentration-time  curve. 
Urinary  excretion  and  renal  clearance  were 
correspondingly  reduced. 
Carcinogenesis,  Mutagenesis.  Impairment 
of  Fertility:  Acyclovir  was  tested  in  lifetime 
bioassays  in  rats  and  mice  at  single  daily  doses 
of  50, 150  and  450  mg/kg  given  by  gavage.  There 
was  no  statistically  significant  difference  in  the 
incidence  of  tumors  between  treated  and  control 
animals,  nor  did  acyclovir  shorten  the  latency  of 
tumors.  In  2  tn  vitro  ceU  transformation  assays, 
used  to  provide  preliminary  assessment  of  poten- 
tial oncogenicity  in  advance  of  these  more  defini- 
tive life-time  bioassays  in  rodents,  conflicting 
results  were  obtained  Acyclovir  was  positive 
at  the  highest  dose  used  in  one  system  and  the 
resulting  morphologically  transformed  cells 
formed  tumors  when  inoculated  into  immuno- 
suppressed,  syngeneic,  weanling  mice.  Acyclovir 
was  negative  m  another  transformation  system 
considered  less  sensitive. 

In  acute  studies,  there  was  an  increase,  not 
statistically  significant,  in  the  incidence  of 
chromosomal  damage  at  maximum  tolerated 
parenteral  doses  of  100  mg/kg  acyclovir  in  rats 
but  not  Chinese  hamsters;  higher  doses  of  500 
and  1000  mg/kg  were  clastogenic  in  Chinese 
hamsters.  In  addition,  no  activity  weis  found 
after  5  days  dosing  in  a  dominant  lethal  study  in 
mice.  In  6  of  11  microbial  and  mammalian  cell 
assays,  no  evidence  of  mutagenicity  was  ob- 
served. At  3  loci  in  a  Chinese  hamster  ovary  cell 
line,  the  results  were  inconclusive.  In  2  mam- 
malian cell  assays  (human  lymphocytes  and 
L5178Y  mouse  lymphoma  cells  in  vitro),  positive 
responses  for  mutagenicity  and  chromosomal 
damage  occurred,  but  only  at  concentrations  at 
least  400  times  the  acyclovir  plasma  levels 
achieved  in  man. 

Acyclovir  has  not  been  shown  to  impair  fertil- 
ity or  reproduction  in  mice  (450  mg/kg/day,  p.o. ) 
or  in  rats  (25  mg/kg/day,  s.c. ).  At  50  mg/kg/day 
s.c.  in  the  rat.  there  was  a  statistically  sig- 
nificant increase  in  post- implantation  loss,  but 
no  concomitant  decrease  in  litter  size.  In  female 
rabbits  treated  subcutaneously  with  acyclovir 
subsequent  to  mating,  there  was  a  statistically 
significant  decrease  in  implantation  efficiency 
but  no  concomitant  decrease  in  litter  size  at  a 
dose  of  50  mg/kg/day  No  effect  upon  implanta- 
tion efficiency  was  observed  when  the  same  dose 
was  administered  intravenously  In  a  rat  peri- 
and  postnatal  study  at  50  mg/kg/day  s.c,  there 
was  a  statistically  significant  decrease  in  the 
group  mean  numbers  of  corpora  lutea,  total 
implantation  sites  and  live  fetuses  in  the  Fi 
generation.  Although  not  statistically  signifi- 


cant, there  was  also  a  dose  related  decrease  in 
group  mean  numbersof  live  fetuses  and  implan- 
Ution  sites  at  12.5  mg/ltg/day  and  25  mg/kg/day. 
s.c.  The  intravenous  administration  of 
100  mg/kg/day,  a  dose  known  to  cause  obstruc- 
tive nephropathy  in  rabbits,  caused  a  significant 
increase  in  fetal  resorptions  and  a  corresponding 
decrease  in  litter  size.  However,  at  a  maximum 
tolerated  intravenous  dose  of  50  mg/kg/day  in 
rabbits,  there  were  no  drug-related  reproductive 
effects. 

Intraperitoneal  doses  of  320  or  80  mg/kg/day 
acyclovir  given  to  rats  for  1  and  6  months,  re- 
spectively, caused  testicular  atrophy  Testicular 
atrophy  was  persistent  through  the  4-week  post- 
dose  recovery  phase  after  320  mg/kg/day;  some 
evidence  of  recovery  of  sperm  production  was 
evident  30  dayspostdose.  Intravenous  doses  of 
100  and  200  mg/kg/day  acyclovir  given  to  dogs 
for  31  days  caused  aspermatogenesis.  Testicles 
were  normal  in  dogs  given  50  mg/kg/day  iv,  for 
one  month. 

Pregnancy:  Teratogenic  Effects:  Pregnancy 
Category  C.>Acyclovir  was  not  teratogenic  in  the 
mouse  (450  mg/kg/dav,  p.o),  rat  (50  mg/kg/day, 
s.c.)  or  rabbit  (50  mg/kg/day.  s.c.  and  iv ).  There 
are  no  adequate  and  well-controlled  studies  in 
pregnant  women.  Acyclovir  should  not  be  used 
during  pregnancy  unless  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus.  Although 
acyclovir  was  not  teratogenic  in  animal  studies,, 
the  drug's  potential  for  causing  chromosome 
breaks  at  high  concentration  should  be  taken 
into  consideration  in  making  this  determination. 
Nursing  Mothers:  It  is  not  known  whether  this 
drug  is  excreted  in  human  milk.  Because  many 
drugs  are  excreted  in  human  milk,  caution 
should  be  exercised  when  Zovirax  is  adminis- 
tered to  a  nursing  woman.  In  nursing  mothers, 
consideration  should  be  given  to  not  using  acy- 
clovir treatment  or  discontinuing  breastfeeding. 
Pediatric  Use:  Safety  and  effectiveness  in 
children  have  not  been  established. 
ADVERSE  REACTIONS  —  Short-Ibrm 
Administration:  The  most  frequent  adverse 
reactions  reported  during  clinical  trials  were 
nausea  and/or  vomiting  in  8  of  298  patient  treat- 
ments (2.7%)  and  headache  m  2  of  298  (0.6%). 
Less  frequent  adverse  reactions,  each  of  which 
occurred  in  1  of  298  patient  treatments  (0.3%), 
included  diarrhea,  dizziness,  anorexia,  fatigue, 
edema,  skin  rash,  leg  pain,  inguinal  adenopathy, 
medication  taste  and  sore  throat. 
Long-Term  Administration:  The  most  frequent 
adverse  reactions  reported  in  studies  of  daily 
therapy  for  3  to  6  months  were  headache  in  33  of 
251  patients  (13.1%r),  diarrhea  in  22  of  251 
(8.8%).  nausea  and/or  vomiting  in  20  of  251 
(8.0%),  vertigo  in  9  of  251  (3.6%),  and  arthralgia 
in  9  of  251  (3.6%).  Less  frequent  adverse  reac- 
tions, each  of  which  occurred  in  less  than  3%  of 
the  251  patients  (see  number  of  patients  in 
parentheses),  included  skin  rash  (7),  insomnia 
(4),  fatigue  (7),  fever  (4),  palpitations  ( 1 ),  sore 
throat  (2),  superficial  thrombophlebitis  ( 1 ), 
niuscle  cramps  (2),  pars  planitis  ( 1 ),  menstrual 
abnormality  (4).  acne  (3),  lymphadenopathy  (2). 
irritability  ( 1 ).  accelerated  hair  loss  ( 1 ).  and 
depression  (1). 

DOSAGE  AND  ADMINISTRATION:  1>eat- 

ment  of  initial  genital  herpes:  One  200  mg  cap- 
sule every  4  hours,  while  awake,  for  a  total  of 
5  capsules  daily  for  10  days  (total  50  capsules). 

Chronic  suppressive  therapy  for  recur- 
rent disease:  One  200  mg  capsule  3  times  daily 
for  up  to  6  months.  Some  patients  may  require 
more  drug,  up  to  one  200  mg  capsule  5  times 
daily  for  up  to  6  months. 

Intermittent  Therapy:  One  200  mg  capsule 
every  4  hours,  while  awake,  for  a  total  of  5 
capsules  daily  for  5  days  (total  25  capsules). 
Therapy  should  be  initiated  at  the  earliest  sign 
or  symptom  (prodrome)  of  recurrence. 

Patients  with  Acute  or  Chronic  Renal  Im- 
pairment: One  200  mg  capsule  every  12  hours  is 
recommended  for  patients  with  creatinine  clear- 
ance <  10  ml/min/1.73/m2. 
HOW  SUPPLIED:  Zovirax  Capsules  (blue, 
opaque)  containing  200  mg  acyclovir  and  printed 
with  "Wellcome  Z(5VIRAX  200"-  Bottles  of  100 
(NDC-0081-0991-55)  and  unit  dose  pack  of  100 
(NDC-0081-0991-56). 

Store  at  15°-30°C  (59°-86T)  and  protect  from 
light. 

*In  controlled  studies ,  recurrences  were  totally 
prevented  for  4  to  6  months  in  up  to  75%-  of  patients. 

^tjb      I  Burroughs  Wellcome  Co. 

'  T/y         Research  Triangle  Park 
Wtlcaat  I  North  Carolina  27709 

Copr  -fWfteBurrouRhsWellcorm'Co  All  nghts  reserved.  86-ZOV.5 


OFFICIAL  CALL 
HOUSE  OF  DELEGATES 

HOUSE  OF  DELEGATES 

Meetings  Scheduled 


Notice  to:  Delegates,  Alternate  Delegates,  Officials  of  the 
North  Carolina  Medical  Society,  and  Presidents  and  Secre- 
taries of  county  medical  societies. 

Sessions  of  the  HOUSE  OF  DELEGATES  will  convene  in 
the  Cardinal  Ballroom,  Pinehurst  Hotel,  Pinehurst,  North 
Carolina,  at  the  following  times: 

Thursday,  April  30,  1987  —  9:30  a.m.  —  Opening  Session 
Saturday,  May  2,  1987  —  2:00  p.m.  —  Second  Session 

A  member  of  the  CREDENTIALS  COMMITTEE  wiU  be  present  at  the  Desk  in  the 
West  Lobby,  Wednesday,  April  29,  1987,  3:00  p.m.  to  5:00  p.m.,  and  Thursday,  April 
30,  1987,  8:30  a.m.  to  10:00  a.m.  to  certify  Delegates.  Delegates  are  urged  to  bring 
their  Credential  Cards  for  presentation  at  the  Registration  Desk.  Delegate  Badges  must 
be  worn  to  be  seated  in  the  HOUSE  OF  DELEGATES. 


REFERENCE  COMMITTEE 
HEARINGS 


Reference  Committee  hearings  are  scheduled  to 
begin  Thursday,  April  30,  1987,  at  2:00  p.m. 


JOHN  W.  FOUST,  M.D.,  President 

HENRY  J.  CARR,  JR.,  M.D.,  President-Elect 

T.  REGINALD  HARRIS,  M.D.,  Speaker 

JOHN  A.  FOGG,  M.D.,  Vice-Speaker 

JOHN  T.  DEES,  M.D.,  Secretary 

GEORGE  E.  MOORE,  Executive  Vice-President 
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Letters  to  the  Editor 


Congratulations 

To  the  Editor: 

As  those  who've  known  you  as  teacher,  super-clinician 
and  stimulator  would  have  expected,  you  have  changed 
the  North  Carolina  Medical  Journal  from  a  boring,  worth- 
less, embarrassingly  provincial,  "throw-away"  magazine 
into  an  interesting,  highly  readable  and  instructive  publi- 
cation. North  Carolina  doctors  should  be  proud  to  see  it 
in  any  library! 

In  reference  to  your  Editor's  note,  page  565,  December 
1986  (Giannetto  LA  and  Neelon  FA,  Getting  Up  Groggy), 
1  was  mildly  disappointed  that  you  didn't  give  poor  old 
Elliott  Cutler  credit  for  finding  and  removing  Eaton's  tu- 
mor. 

Parenthetically  —  in  my  second  year  of  private  practice 
before  anyone  sent  me  a  stomach  or  rectum  to  do,  I  was 
referred  a  50-year-old  Wadesboro  woman  who  had  "crazy 
spells"  and  severe  hypoglycemia.  Even  though  I  "cured" 
her,  I  never  had  another  insulinoma  in  35  subsequent  years. 
Maybe  Billy  Peete  did  them  all  at  Duke? 

Congratulations  and  thanks  for  the  new  North  Carolina 
Medical  Journal. 

Addison  Brenizer,  M.D. 

Harvard  Medical  School  1940  & 

Massachusetts  General  Hospital  seq. 

1333  Queens  Rd. 

Charlotte  28207 

Responses  to  Dr.  Crist 's  editorial 

To  the  Editor: 

It  was  with  great  regret  that  I  read  the  recent  editorial 
in  the  November  issue  of  North  Carolina  Medical  Journal. 
entitled  "Sobering  Thoughts"  (Crist  et  al,  1986;47:51 1). 
I  was  indeed  "sobered"  to  read  such  bigoted  trash.  What 
right  does  the  North  Carolina  Medical  Society  have  to 
single  out  any  religion  with  this  type  of  hate  propaganda! 
As  a  Catholic  physician,  I  am  outraged.  As  a  member  of 
the  North  Carolina  Medical  Society,  I  am  astonished.  I 
demand  an  apology  from  the  North  Carolina  Medical  So- 
ciety and  its  "official  organ,"  the  North  Carolina  Medical 
Journal. 

John  P.  Stella,  M.D. 
1502  Darian  Dr. 
Elizabeth  City  27909 

To  the  Editor: 

I  was  very  surprised  to  see  this  very  "left  wing"  edi- 
torial appearing  in  this  journal.  Does  Dr.  Crist  make  a 
living  off  of  abortions?  Does  he  make  such  humanitarian 
gestures  to  women  who  cannot  pay?  I  frown  at  such  ma- 


terial appearing  in  this  journal.  The  article  is  obviously 
very  opinionated  and  inflammatory.  There  are  many  things 
that  appear  in  this  editorial  that  I  strongly  disagree  with 
and  hope  that  other  conservative  physicians  in  North  Car- 
olina will  respond.  I  am  particularly  opposed  to  abortions 
and  feel  the  physician  who  makes  his  living  off  of  abortions 
can  only  speak  in  favor  of  abortions.  I  do  not  see  how  he 
can  be  objective.  I  hope  that  you  have  editorials  appearing 
with  viewpoints  differing  from  Dr.  Crist  and  his  col- 
leagues. As  a  new  member  of  the  North  Carolina  Medical 
Association,  1  look  forward  to  seeing  further  response. 

Gregory  L.  Jones,  M.D. 

Saratoga  Medical  Clinic 
Saratoga  27873 

To  the  Editor: 

Everyone  has  a  right  to  an  opinion,  even  Takey  Crist 
and  the  Pope.  What  is  fascinating  to  me  is  the  language 
that  we  use  in  trying  to  persuade  others  toward  our  own 
opinion  and  dissuade  them  away  from  the  opinion  of  oth- 
ers. I  am,  in  this  debate,  particularly  struck  by  the  use  of 
the  code  words:  "reproductive  health  care  policy"  is  the 
code  word  for  abortion:  "moral"  is  the  code  word  for 
sexually  continent. 

It  is  most  interesting  to  see  my  fellow  humans  claim 
either  God  or  reason  as  the  justification  for  our  opinions. 
Having  never  been  one  to  shy  away  from  having  an  opinion 
of  my  own,  I  surely  enjoy  seeing  my  colleagues  roar  in 
print.  We  are  all  so  often  like  the  electricity  in  the  incan- 
descent light  bulb:  eighty  percent  heat  and  twenty  percent 
light. 

John  R.  Dykers,  Jr.,  M.D. 
P.O.  Box  565 

Siler  City  27344 

Dr.  Foust's  reply  to  Dr.  Joyce 

To  Dr.  Joyce: 

I  appreciate  very  much  the  copy  of  your  letter  to  Dr. 
Eugene  Stead  ( 1986;48:45),  Editor  of  the  North  Carolina 
Medical  Journal,  expressing  your  displeasure  at  the  article 
that  was  listed  as  an  editorial  comment  in  the  November 
1986  North  Carolina  Medical  Journal  (Crist  et  al). 

I  trust  you  will  get  response  from  the  Editorial  Board 
of  the  North  Carolina  Medical  Journal  concerning  your 
voiced  disapproval  and,  hopefully,  satisfaction  can  be  ob- 
tained from  that  Board.  I  can  assure  you  that  this  does  not 
express  the  philosophy  of  the  North  Carolina  Medical  So- 
ciety, as  you  are  well  aware. 

John  W.  Foust,  M.D. 
President,  North  Carolina  Medical  Society 
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Bulletin  Board 


New  Members 


Alamance-Caswell 

Robert  Winfield  Little  (PD),  2505  S.  Mebane  St.,  Burlington 

27215 
Robert  Ian  McCaslin  (PD),  530  W.  Webb  Ave.,  Burlington 

27215 

Burke 

Ray  Mills  Antley.  Sr.  (R),  2201  S.  Sterling  St.,  Morganton 
28655 

Catawba 

Brian  David  Steg  (CD),  1985  Tate  Boulevard,  Hickory  28601 

Craven-Pamlico-Jones 

Lawrence  English  Gage  (IM),  Eastern  Carolina  IM,  PA,  P.O. 

Box  68.  Pollocksville  28573 
Michael  Wayne  Hahn  (OBG),  801  McCarthy  Blvd..  New  Bern 

28560 

Durham-Orange 

Catherine  Murer  Antley  (STUDENT),  1119  Hillcrest  Road, 
Chapel  Hill  27514 

Jerry  Ray  Blair  (STUDENT),  14  Gleewood  Place,  East,  Durham 
27713 

Martyn  John  Cavallo  (STUDENT),  130-N  E.  Longview  RD. 
Chapel  Hill  27514 

Krammie  Mei-Kwan  Chan  (STUDENT),  1424-D2  Wyldewood 
Rd.,  Durham  27704 

Thomas  William  Downs  (STUDENT),  3-C  Estes  Park,  Carrboro 
27514 

Peter  Winston  Gilmer,  2609  N.  Duke  St.  Durham  27510 

Justin  Louis  Gottlieb  (STUDENT),  3222  Coachman's  Way,  Dur- 
ham 27705 

Lewis  Roger  Hodgins  (RESIDENT),  311  S.  LaSalle  St.,  Apt. 
5L,  Durham  27705 

Todd  Mitchell  Kaplan  (STUDENT),  1315  Morreene  Rd.,  3-A. 
Durham  27705 

Tally  Edward  Lassiter,  Jr.,  (RESIDENT),  210  Dacian  Ave.. 
Durham  27701 

Harrison  Armistead  Latimer  (STUDENT).  Apt,  F-8,  camelot 
Village,  Chapel  Hill  27514 

Russell  Greenway  McAllister,  Jr.,  (CD),  Director,  Clinical  Phar- 
macology, Glaxo,  Inc..  Research  Triangle  Pk..  27709 

Mark  Frederic  Miller  (STUDENT).  2752  Middleton,  31-J,  Dur- 
ham 27705 

Julia  Anne  Paranka  (STUDENT).  3536  Mayfair  St.,  #102,  Dur- 
ham 27707 

Cemil  Mehmet  Purut  (STUDENT),  Box  2765,  DUMC,  Durham 
27710 

Todd  Johnson  Rustad  (STUDENT),  1315  Morreene  Rd.,  Apt, 
271.  Durham  27705 

Catherine  Courtney  Slemp  (STUDENT).  869  Louise  Circle.  Dur- 
ham 27705 

Nicholas  Saleh  Zarzar  (RESIDENT),  D-7  Village  Green  Condos, 
Chapel  Hill  27514 


Forsyth-Stokes-Davie 

Brian  Andrew  Alexander  (STUDENT),  217-B  New  DR.,  Apt. 
D,  Winston-Salem  27103 

Sherrill  Douglas  Braswell,  Jr.,  2801  Lyndhurst  Avenue,  Win- 
ston-Salem 27103 

Deanna  Lynn  Dorsey  (STUDENT),  1314  Glade  St.,  Apt.  37. 
Winston-Salem  27101 

John  W.  Graves.  300  S.  Hawthorne  Rd..  Winston-Salem  27103 

Laurie  Jill  Harrold  (STUDENT).  324  Crafton  St..  Winston-Salem 
27103 

Barry  Leshin(D),  300  S.  Hawthorne  Rd..  Dept.  of  Dermatology, 
Winston-Salem  27103 

Ann  Jones  McCunniff  (ON),  1025  Wessyngton  Rd..  Winston- 
Salem  27104 

Melvin  Kenneth  Morgan  (FP).  5029  Country  Club  Rd. .  Winston- 
Salem  27104 

James  Michael  Orcutt  (STUDENT).  1327  Revere  Rd.,  Winston- 
Salem  27103 

Michael  Dominic  Zanolli  (D),  300.  S.  Hawthorne  Rd.,  Winston- 
Salem  27103 

Gaston 

Gary  Meriin  Mason  (OBG),  Medical  Park,  902  cox  Rd.,  Ste.  F, 
Gastonia  28054 

Greensboro  Society  of  Medicine 

James  Leon  Edwards,  Jr.  (IM),   1100  Oliver  St.,  Greensboro 

27401 
David  Dwight  Grove  (IM),  151 1  Westover  Terrace,  Greensboro 

27408 
Ralph  LePore  (GP),  4801  Forest  Oaks  Dr.,  Greensboro  27406 
Shashi  K.  Sethi  (OPH),   111  W.  Wendover  Ave.,  Greensboro 

27401 
Rebecca  Russell  Wheeler  (IM),  1200  N.  Elm  St.,  Greensboro 

27401 

Henderson 

Thomas  J.  Andrews  (P),  1612  Ashville  Hwy.  Ste.  4.  Hender- 

sonville  28739 
Donald  Lee  McAlexander  (IM),  P.O.  Box  217,  Naples  28760 
James  Victor  Volk  (PD),  722  W.  Fifth  Ave.,  Hendersonville 

28739 
Paul  Creasy  Walker  (FP),  510  Fleming  St.,  Hendersonville  28739 

Iredell 

David  Gene  Kogut.  708  Hartness  Road.  Statesville  28677 

Johnston 

Thomas  John  Zuber  (FP).  P.O.  Box  579.  Benson  27504 

Lenoir-Greene 

William  Doyle  Atchley  (IM).  109  Airport  Rd..  Kinston  28501 
Dennis  Nelson  Casey  (R).  Kinston  Clinic.  North.  Kinston  28501 

Mecklenburg 

Keith  Ballentyne.  P.O.  Box  36351.  1620  Scott  Ave.,  Charlotte 

28236 
Arthur  Robert  Cohen  (PTH),  2200  E,  7th  St.,  Charlotte  28204 
Christopher  George  Ullrich  (DR),  2631  Rothwood  Dr. ,  Charlotte 

28211 
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New  Hanover-Pender 

John  William  Anagnost  (IM),  1515  Doctors  Circle,  Wilmington 
28401 

Bernard  Joseph  Gottschalk  (HEM),  1202  Medical  Center  Dr., 
Wilmington  28401 

Gregory  Grayson  Hall  (AN),  2144  Echo  Lane,  Wilmington  28403 

Joel  Clarence  Morgan  (TS),  1414  Medical  Center  Dr.,  Wil- 
mington 28401 

Pitt 

Jayne  Frances  Baskin  (STUDENT),  32F  Arlington  Square, 
Greenville  27858 

Donald  Denby  Bode.  Jr.  (OPH),  2573  Stantonsburg  Rd.,  Green- 
ville 27834 

Franklin  Douglas  Jones  (NS),  125  Moye  Blvd. ,  Greenville  27834 

Georgia  Ann  Kannon  (STUDENT),  1 14-A  Hunting  Ridge  Rd., 
Greenville  27834 

Wake 

Joseph  Keith  Keener  (NEP),  101  Duryer  Court,  Gary  27511 
Charles  H.  Nicholson  (AN),  P.O.  Box  18139,  Raleigh  27619 

Wayne 

Terry  Lee  Forrest  (OPH),  P.O.  Box  10907,  Goldsboro  27532 


Continuing  Medical 
Education 


Please  note:  The  Continuing  Medical  Education  Programs  at  Bowman 
Gray,  Duke,  East  Carolina  (ECU)  and  UNC  Schools  of  Medicine,  Dor- 
othea Dix,  and  Burroughs  Wellcome  Company  are  accredited  by  the 
American  Medical  Association.  Therefore  CME  programs  sponsored  or 
cosponsored  by  these  schools  automatically  qualify  for  AMA  Category 
I  credit  toward  the  AMA's  Physician  Recognition  Award,  and  for  North 
Carolina  Medical  Society  Category  A  credit.  Where  AAFP  credit  has 
been  obtained,  this  also  is  indicated. 


IN  STATE 

February  20 

Pediatrics  Day  1987 
Place:  Greenville 
Fee:         $55 

Credit:     6  hours  Category  1  AMA 

Info:        The  Office  of  CME,  ECU  School  of  Medicine,  Box  7224 
Greenville  27835-7224.  919/758-5200,  ext  208 

March  5-12 

Review  of  Clinical  Chemistry  for  Practicing  Pathologists  &  Clinical 

Chemists 

Place: 

Fee: 

Credit: 

Info: 


Greenville 

$315 

40  hours  Category  I  AMA 

The  Office  of  CME,  ECU  School  of  Medicine    Box  7224 

Greenville  27835-7224.  919/758-5200,  ext  28 

March  II 

Family  Practice  Update  '87 
Place:      Greenville 

$55 

7  hours  Category  I  AMA 

The  Office  of  CME,  ECU  School  of  Medicine,  Box  7224 

Greenville  27835-7224.  919/758-5200,  ext  208 

March  21 

Eighth  Annual  Pulmonary  Disease  Update 
"'-'-      Greenville 

$55 

6.5  hours  Category  I  AMA 

The  Office  of  CME,  ECU  School  of  Medicine,  Box  7224 

Greenville  27835-7224.  919/758-5200,  ext  208 


Fee: 

Credit 

Info: 


Place 
Fee: 
Credit 
Info: 


March  26-27 

Growth  Control  and  Cancer:  Molecular  Approaches  and  Clinical  Impli- 
cations 

Place:      Chapel  Hill 
Info:        Dianne  Shaw,  Lineberger  Cancer  Research  Center,  School  of 

Medicine,  University  of  North  Carolina,  Chapel  Hill  27514. 

919/966-3036 

April  3 

Rehabilitation  Medicine:  Head  Injuries 
Place:      Greenville 
Credit:     7  hours  Category  I  AMA 

Info:        Office  of  CME,  ECU  School  of  Medicine,  P.O.  Box  7224, 
Greenville  27835-7224.  919/758-5200,  ext  208 

April  3-5 

Sixth  Annual  Ultrasound  Symposium 
Place:      Greensboro 
Credit:     16  hours  Category  I  AMA 

Info:        Sharon  Hughes,  President,  NC  Ultrasound  Society.  919/748- 
4505 

April  9 

North  Carolina  Clinical  Neuro-Ophthalmology  Review 

Place:      Chapel  Hill 

Info:        Baird  S.  Grimson,  M.D.,  Dept  of  Ophthalmology,  University 

of  North  Carolina,  617  Clinical  Science  BIdg.  229H,  Chapel 

Hill  27514.  919/966-5296 

April  10 

Plasma  Cell  Myeloma  and  Related  Diseases 

Place:      Durham 

Credit:     6  hours  Category  1  AMA 

Fee:         $75 

Info:        Myeloma  Symposium,  Box  3096  DUMC,  Durham  27710 

April  10-11 

Advanced  Cardiac  Life  Support  Provider  Course 
Place:      Asheville 
Credit:     16  hours  Category  1  AMA 
Fee:         $200 

Info:  Daniel  L.  Dolan,  M.D..  MAHEC,  501  Biltmore  Ave..  Ashe- 
ville 28801-4686.  704/258-0881 

April  11-22 

Highway  Safety  Conference 
Place:      Boone 
Fee:         $25 

Credit:    7  Hours  Category  1  AMA 

Info:  W.  Douglas  Wooten,  Head,  Highway  Safety  Branch,  Div.  of 
Health  Service,  P.O.  Box  2091,  Raleigh  27602.  919/733-3222 

April  22 

Neonatal  Emergencies:  Recognition  and  Treatment 
Place;      Greenville 
Credit:     6  hours  Category  I  AMA 
Fee:         $55 

Info:  Office  of  CME.  ECU  School  of  Medicine.  P.O.  Box  7224, 
Greenville  27835-7224.  919/758-5200,  ext  208 

April  25 

Fifteenth  Annual  New  Bern  Symposium:  The  Care  of  the  Elderly 
Place:      New  Bern 

Info:  Wm.  B.  Hunt,  Jr.,  M.D. ,  Symposium  Director.  P.O.  Box  2157. 
New  Bern  28560.  919/633-8608 

May  13 

Common  Diagnostic  Problems  in  Surgical  Pathology:  A  Practical  Ap- 
proach 

Place:      Greenville 
Fee:        $55 

Credit:     7  hours  Category  I  AMA 

Info:  The  Office  of  CME.  ECU  School  of  Medicine,  P.O.  Box  7224, 
Greenville  27835-7224.  919/758-5200.  ext  208 

June  15-17 

Surgery  for  Coronary  Artery  Disease 

Place:      Durham 

Fee:         $460  ACC  members;  $525  others 

Credit:     17  hours  Category  I  ACCME 

Info:  Registration  Secretary.  Extramural  Programs  Dept,  American 
College  of  Cardiology.  91 1 1  Old  Georgetown  Rd..  Bethesda, 
MD  20814.  800/253-4636;  m  MD  or  AK  301/897-5400 


If; 
i:I 
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Nursing 

Excepi  where  olherwise  noled.  contact  Neluc  Wilbum.  CPS.  Office  of  Continuing  Education 
University  of  Nonh  Carolina.  Chapel  Hill  27514,  919/966-3638 

February  12-13 

Communication  Skills  for  the  Nurse  Manager 
Place:      Chapel  Hill 
Credit:     1.32  CEUs 
Fee:        $150 

February  19-20 

Human  Response  to  AIDS  - 
Place:      Chapel  Hill 
Credit:     1.32  CEUs 
Fee:        $70 

February  20-21 

Writing  and  Publishing 
Place:      Chapel  Hill 
Credit:     2.04  CEUs 
Fee:        $180 

May  13-14 

The  Systematic  Process  of  Instructional  Development 
Place:      Chapel  Hill 
Credit:     13.2  CEUs  pending 
Fee:         $110 

June  1-9 

Summer  Institute.  Gerontology  for  Nurse  Educators 
Place:      Chapel  Hill 
Credit:     3  CEUs 
Fee:         $3 


OUT  OF  STATE 

February  20-21 

Flexible  Fiberoptic  Sigmoidoscopy 
Place:      Augusta.  GA 

Info:        Division  of  CME,  Medical  College  of  Georgii 
30912-6450.  404/828-3967 

February  21-28 

Duke  at  Vail:  Symposium  on  Inflammatory  Diseases 
Place:      Vail,  CO 
Credit:     20  hours  Category  I  AMA 
Fee:         $350;  $250  Residents  and  Interns 

Info:        Angelika  Langen.  Box  3135  DUMC,  Durham  27710.  919/684- 
2504 

February  22-25 

Rheumatology  at  Snowshoe 

Place:      Snowshoe.  WV 

Credit:     15  hours  Category  I  AMA 

Fee:         $225 

Info:        Office  of  CME,  West  Virginia  University  School  of  Medicine, 

G-104  Basic  Sciences  Bldg.,  Morganlown.  WV  26506.  304/ 

293-3937 

February  22-27 

Diagnostic  Imaging:  Update  1987 

Place:      Park  City,  UT 

Credit:     24.5  hours  Category  I  AMA 

Fee:         $495 

Info:       415/476-5808 

February  23-28 

6th  Annual  West  Coast  Symposium  in  Doppler  Ultrasound 
Place:      Newport  Beach.  CA 
Credit:     30  hours  Category  I  AMA 

Info;        Lisa  Krehbiel,  Institute  for  Medical  Studies.  30131  Town  Cen- 
ter Dr.,  Ste  215.  Laguna  Niguel.  CA  92677,  714/495-4499 

February  23-28 

Symposium  in  Doppler  &  2-D  Echocardiography 
Place:      San  Antonio.  TX 
Fee:         $895 

Credit:     40  hours  Category  I  AMA 

Info;        Lisa  Krehbiel,  30131  Town  Center  Dr.  #215,  Laguna  Niguel 
CA  92677.  714/495-4499 


Augusta,  GA 


February  25-28 

The  Nineteenth  Teaching  Conference  in  Clinical  Cardiology 

Place:      Bal  Harbour.  FL 

$400;  $375  Fellows  &  members  AHA  Council  on  Clinical  Car- 
diology; $250  physicians  in  training 
28  hours  Category  I  AMA;  AAFP 

Michaels.  Gordon.  M.D..  Ph.D.,  University  of  Miami  School 
of  Medicine  (D-41).  P.O.  Box  016960,  Miami,  FL  33101.  305/ 
547-6491 


Fee 


Credit 
Info: 


February  26-28 

Cardiovascular  Surgery 

Place:      Bethesda.  MD 

Credit;     18  hours  Category  I  AMA 

Fee;         $415  ACC  members.  $465  non-members 

Info:  Program  Registrar.  Heart  House  Learning  Center.  American 
College  of  Cardiology.  9111  Old  Georgetown  Rd..  Bethesda, 
MD  20814.  301/897-5400,  ext  241,  or  800/253-INFO 

February  27-28 
Advance  Trauma  Life  Support 
Place:      Mountain  Home.  TN 

Info:        Ramona  Miller,  Ph.D..  Office  of  CME,  Quillen-Dishner  Col- 
lege of  Medicine,  Johnson  City,  TN  37614.  615/929-6204 
March  1-7 

Update  '87:  Office  Obstetncs  and  Gynecology 
Place:      Park  City.  UT 

Info:  Charlene  E.  Lee.  Scott  &  White  Memorial  Hospital,  2401  South 
31st  St.,  Temple,  TX  76508.  817/774-4073 

March  2-7  (and  April  27-May  2) 
22nd  Annual  Family  Practice  Symposium 
Place:      Augusta,  GA 

Info:  Div.  of  CME.  Medical  College  of  Georgia.  Augusta,  GA  30912- 
6450.  404/828-3967 

March  4-8 

Pan  Amencan  Allergy  Society  Annual  Training  Course  &  Seminar 
Place:      San  Antonio,  TX 
Fee:         $415  members 

Info:  Betty  Kahler.  PAAS.  229  Parking  Way,  Lake  Jackson,  TX 
77566.  409/297-8964  or  297-4069 

March  6-7 

Cardiology  Department  Management  Conference 
Place;      New  Orleans,  LA 
Credit:     10  hours  Category  I  AMA 
Fee:         $350  approx. 

Info:  Lisa  Krehbiel,  Institute  for  Medical  Studies,  30131  Town  Cen- 
ter Dr.  Ste.  215,  Laguna  Niguel,  CA  92677.  714/495-4499 

March  7-8 

Breast  Imaging  Update 

Place:      San  Francisco,  CA 

Credit;     1 3  hours  Category  I  AMA 

Fee:         $295 

Info:        415/476-5808 

March  8-13 

Annual  Meeting,  US-Canadian  Division  of  the  International  Academy 

of  Pathology 

Place;      Chicago,  IL 

Info:  Nathan  Kuafman,  MD. .  Secretary-Treasurer,  US-Canadian  Di- 
vision, International  Academy  of  Pathology,  Bldg.  C.  Ste.  B, 
3515  Wheeler  Rd.,  Augusta,  GA  30909.  404/733-7550 

March  9-13 

Hawaii  '87:  Critical  Issues  in  Primary  Care 
Place:      Kauai.  HA 

Credit:     20  hours  Category  I  AMA.  AAFP 

Info:        The  Pacific  Institute  of  CME.  P.O. 

HA  96756.  808/742-7471 

March  9-13 

Diagnostic  Radiology 

Place:      San  Francisco.  CA 

Credit:     34  hours  Category  I  AMA 

Fee:         $495 

Info;        415/476-5808 


Box  1059.  Koloa.  Kauai, 
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March  14-15 

Contemporary  Trends  in  Diagnostic  Nuclear  Medicine 

Place:      San  Francisco,  CA 

Fee:         $352 

Info:        415/476-5808 

March  16-20 

Diagnostic  Imaging  1987 

Place:      Kauai,  HI 

Credit:     24  hours  Category  1  AMA 

Fee:        $495 

Info:        415/475-5808 

March  19-20 

Hospital  Infections  in  1987  and  Beyond:  New  Issues,  Problems  and 

Strategies 

Place:      Hilton  Head  Island,  SC 

Credit:     9  hours  Category  I  AMA.  CEUs 

Info:        Loraine  E.  Price,  B.SN,.  C.I.C.,  Div.  of  Infectious  Diseases, 

UNC  school  of  Medicine,  547  Clinical  Sciences  Bldg   229H 

Chapel  Hill  27514.  919/966-3242 

March  29-April  1 

Cardiology  Update 
Place:      Phoenix,  AZ 
Credit:     26  hours  Category  I  AMA 
Fee:        $395  approx. 

Info:        Lisa  Krehbiel,  Institute  for  Medical  Studies,  30131  Town  Cen- 
ter Dr,  Ste  215,  Laguna  Niguel,  CA  92677,  714/495-4499 

April  2 

School  Health 

Place:      Johnson  City.  TN 

Info:        Ramona  Miller,  Ph.D.,  Program  Coordinator,  Office  of  CME. 

Quillen-Dishner  College  of  Medicine.  Johnson  City.  TN  37614 

615/929-6204 

April  3-5 

Ophthalmologic  Plastic  Surgery,  Orbital  Disease,  and  Neuro-Ophthal- 
mology 

Williamsburg,  VA 

$315 

Kay  Parrott,  Office  of  CME,  Medical  College  of  Virginia,  Box 

48,  MCV  Sta.,  Richmond,  VA  23298-0001.  804/786-0494 


Place: 

Fee: 

Info: 


April  9-10 

16th  Annual  School  Health  Education 

Place:      Johnson  City,  TN 

Info;        Ramona  Miller,  Ph.D. .  Program  Coordinator,  Office  of  CME, 

Quillen-Dishner  College  of  Medicine,  Johnson  City.  TN  37614 

615/929-6204 

April  9-11 

Thoracic  Imaging  Update 

Place:      Monterey.  CA 

Credit:     1 3  hours  Category  I  AMA 

Fee:         $295 

Info:        415/476-5808 

April  9-11 

Current  Concepts  in  Vascular  Surgery 
Place:      Philadelphia,  PA 

Info:        Fay  Zelle,  Hahnemann  University,  Broad  and  Vine  Streets 
M.X.  623,  Philadelphia,  PA  19102.  215/448-8263 

April  10-12 

OB/GYN  and  Abdominal  Sonography:  Update  '87 

Place:      San  Francisco.  CA 

Credit:     14.5  hours  Category  I  AMA 

Fee:         $325 

Info:        415/476-5808 

April  10-12 

5th  Annual  MCV  Symposium:  New  Trends  in  Anesthesia 
Place:      Williamsburg.  VA 
Fee:         $275 

Info:        Kathy  Martin.  Office  of  CME,  Medical  College  of  Virginia 
Box  48,  MCV  Sta. ,  Richmond.  VA  23298-0001 .  804/786-0494 


April  10-12 

22nd  Annual  Pediatric  Springfest 
Place:      Williamsburg,  VA 
Fee:         $250 

Info:        Kathy  Martin.  Office  of  CME.  Medical  College  of  Virginia, 
Box  48,  MCV  Sta..  Richmond.  VA  23298-0001 .  804/786-0494 

April  23-25 

Cardiology 

Place:      Johnson  City,  TN 

Info:        Ramona  Miller.  PhD  .  Program  Coordinator.  Office  of  CME, 

Quillen-Dishner  College  of  Medicine,  Johnson  City.  TN  37614 

615/929-6204 

April  23-25 

23rd  Annual  Postgraduate  Course  in  Radiology:  The  Chest 
Place:      Richmond,  VA 
Fee:         $325 

Info:        Kathy  Martin,  Office  of  CME,  Medical  College  of  Virginia 
Box  48,  MCV  Sta.,  Richmond,  VA  23298-0001 .  804/786-0494 

April  24-25 

The  Terminally  111  Patient:  Psychological,  Social,  Legal,  and  Ethical 

Issues 

Place:      Boston,  MA 

Info:        Harvard  Medical  School,  Dept.  of  CME,  Boston,  MA  021 15 

617/732-1525 

April  24-26 

9th  Annual  Conference  on  Emergency  Medicine  for  the  Primary  Care 
Physician 

Place:      Williamsburg,  VA 
Fee:         $295 

Info:        Kathy  Martin,  Office  of  CME,  Medical  College  of  Virginia, 
Box  48,  MCV  Sta, ,  Richmond,  VA  23298-0001 .  804/786-0494 


I  Primary  Care:  Office  Cardiology 


April  24-26 

7th  Annual  Clinical  Concerns  i 
Place:      Williamsburg,  VA 
Fee:         $295 

Info:        Kathy  Martin,  Office  of  CME,  Medical  College  of  Virginia. 
Box  48.  MCV  Sta. .  Richmond.  VA  23298-0001 .  804/786-0494 

April  27-May  2  (and  March  2-7) 
22nd  Annual  Family  Practice  Symposium 
Place:      Augusta.  GA 

Info:        Div.  of  CME.  Medical  College  of  Georgia.  Augusta,  GA  30912- 
6450.  404/828-3967 

May  2-9 

Doppler  and  2-D  Echocardiology 
Place:      Newport  Beach.  CA 
Fee:         $895  approx. 
Credit:     40  hours  Category  I  AMA 

Info:        Lisa  Krehbiel.  Institute  for  Medical  Studies,  30131  Town  Cen- 
ter Dr.,  Ste.  215,  Laguna  Niguel.  CA  92677.  714/495-4499 

May  8-10 

6th  Annual  MCV  Cardiology  Conference 
Place:      Williamsburg.  VA 
Fee:         $325 

Info:        Kathy  Martin.  Office  of  CME.  Medical  College  of  Virginia. 
Box  48.  MCV  Sta..  Richmond,  VA  23298-0001.  804/786-0494 

May  14-16 

Vascular  Surgery  1987:  Third  International  Vascular  Symposium 
Place:      New  York,  NY 
Fee:         $400 

Credit:     24  hours  Category  1  AMA 

Info:        Ann  J.  Boehme,  Assoc.  Director  for  CME,  Long  Island  Jewish 
Medical  Center,  New  Hyde  Park,  NY  11042.  718/470-8650 

May  18-19 

14th  Annual  Hans  Berger  Day  and  EEG  Symposium 
Place:      Richmond,  VA 
Fee:         $250 

Info:        Kathy  Martin,  Office  of  CME,  Medical  College  of  Virginia, 
Box  48,  MCV  Sta.,  Richmond,  VA  23298-0001 .  804/786-0494 
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May  19-22 

Cell  Calcium  Metabolism  '87:  Physiology.  Biochemistry.  Phaimacology. 

and  Clinical  Implications 

Place:      Washington.  DC. 

Info:  Dr.  Gary  Fiskum.  Dept.  of  Biochemistry.  The  George  Wash- 
ington University  of  Medicine  and  Health  Sciences.  2300  Eye 
St.  NW,  Washington,  D.C.  20037. 

May  23-25 

Gynecologic  Urology  and  Pelvic  Surgery 
Place:      Williamsburg.  VA 
Fee:        $260 

Info:  Kathy  Martin,  Office  of  CME,  Medical  College  of  Virginia. 
Box  48,  MCV  Sta. .  Richmond.  VA  23298-0001 .  804/786-0494 


May  26-30 

Place: 
Credit: 

Fifth  Annual  Cardiology  Update 

Info: 

Place:      Honolulu.  HA 

Fee:         $395 

Info;        Lisa  Krehbiel,  30131  Town  Center  Dr. 

Ste.  215.  Laguna  Ni- 

guel,  CA  92677.  714/495-4499 

May  30 

Tough  Psychiatry  Problems  in  Medical  Practice 

Place:      Gatlinburg.  TN 

Info:        Ramona  Miller.  Ph.D..  Program  Coordinator.  Office  of  CME. 

Quillen-Dishner  College  of  Medicine.  Johnson  City.  TN  37614. 

615/929-6204 


June  3-7 

Eleventh  Annual  Postgraduate  Course  on  Rehabilitation  of  the  Brain- 
Injured  Adult  and  Child 
Place:      Williamsburg.  VA 
Fee:        $285 
Info:        Kathy  Martin.  Office  of  CME.  Medical  College  of  Virginia, 

Box  48.  MCV  Station.  Richmond.  VA  23298-0001.  804/786- 

0494 


June  11-13 

Current  Advances  in  Pediatric  Practice 
Gatlinburg.  TN 

12  hours  Category  I/PREP.  AAP.  AAFP 
Dr.  Sandra  Loucks.  University  of  Tennessee  Memorial  Re- 
search Center  and  Hospital.  Dept.  of  Pediatrics.  1924  Alcoa 
Highway.  Knoxville.  TN  37920.  615/544-9331 


June  15-18 

18th  Annual  Internal  Medicine  Symposium 
Place:      Kiawah  Island.  SC 

Info:        Div.  of  CME.  Medical  College  of  Georgia,  Augusta,  GA  30912- 
5450.  404/828-3967 


Our  warehouses  here  at  the  Government  Printing 
Office  contain  more  than  16,000  (different 
Government  publications.  Now  we've  put 
together  a  catalog  of  nearly  1 ,000  of  the  most 
popular  books  in  our  inventory.  Books  like  Infanf 
Care,  National  Park  Guide  and  Map, 
The  Space  Shuttle  at  Work.  Federal 
Benefits  for  Veterans  and  Dependents 
Merchandisijig  Your  Job  Talents, 


and  The  Back-Yard  Mechanic .  Books  on 
subjects  ranging  from  agriculture,  business, 
children,  and  diet  to  science,  space  exploration, 
transportation,  and  vacations.  Find  out  what  the 
Government's  books  are  all  about.  For  your 
free  copy  of  our  new  bestseller  catalog,  write — 

New  Catalog 

Post  Office  Box  37000 
Washington,  D.C.  20013 


^    937 
Bestsellers 
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Before  prescribing^  see  complete  prescribing  Inrormalion  in  SK&F  CO 
[ilerature  or  PDR  The  following  is  a  brief  summary 


WARNING 

Tills  drug  IS  not  indicaled  for  initial  therapy  ot  edema  or  tiypenen- 
sion  Edema  or  iiyoenension  requires  Ifierapy  titrated  to  ttie  individual 
If  itiis  combination  reoresenis  ifie  Oosage  so  determined,  its  use 
may  be  more  conuenien!  in  patient  management  Treatmenl  of  fiyper- 
tension  and  edema  is  not  static,  but  must  be  reevaluated  as  con- 
ditions in  each  patient  warrant. 


Contraindications:  Concomitant  use  witti  ottier  potassium-sparing  agents 
such  as  spironolactone  or  amilonde  Furtfier  use  in  anuria,  progressive 
renal  or  fiepalic  dysfunction,  hyoerkalemia  Pre-exisling  elevated  serum 
potassium  Hypersensitivity  lo  eitfier  componeni  or  otner  sullonamide- 
derived  drugs 

Warninqs  Do  not  use  potassium  supplements,  dietary  or  otherwise, 
unless  hypokalemia  develops  or  dietary  intake  of  potassium  is  markedly 
impaired.  11  supplementary  potassium  fs  needed,  potassium  tatitels 
should  not  De  used  Hyperkalemia  can  occur,  and  has  been  associated 
with  cardiac  inegulanlies  It  is  more  likely  in  the  severely  ill,  with  uiine 
volume  less  than  one  liler./day  the  elderly  and  diabetics  with  suspected 
or  confirmed  renal  insufficiency  Periodically  serum  K'  levels  should  be 
determined  if  hyperkalemia  develops,  substitute  a  thiazide  alone,  restrict 
K'  intake  Associated  widened  ORS  complex  or  arrhythmia  requires 
prompt  additional  therapy  Thiazides  cross  the  placental  barrier  and 
appear  m  cord  blood  Use  m  pregnancy  requires  weighing  anhcipated 
beneliis  against  possible  hazards,  including  (etal  or  neonatal  jaundice, 
thromdocylopenia,  other  adverse  reactions  seen  in  adults  thiazides 
appear  and  triamterene  may  appear  in  breasi  milk  If  then  use  is  essential, 
the  patient  should  stop  nursing  Adequate  information  on  use  in  children 
IS  not  available  Sensitivity  reactions  may  occur  in  patients  with  or  with- 
out a  history  of  allergy  o(  bronchial  asthma  Possible  enacerbation  or 
activation  ol  systemic  lupus  erythematosus  has  been  reported  with 
thiazide  diuretics 

Precautions.  The  bioavailability  ol  the  hydrochlorothiazide  component  of 
Dya^ide'  is  about  50%  ol  the  bioavailability  ot  the  single  entity 
Theoreiically  a  patient  transferred  from  the  single  entities  of  triamterene 
and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure  or  fluid 
reienlion  Similarly  it  is  also  possible  that  the  lesser  hycfrochlorothiazide 
bioavailability  could  lead  lo  increased  serum  potassium  levels  However 
extensive  cimical  experience  with  Dyazide'  suggests  thai  these  conditions 
have  not  been  commonly  observed  m  clinical  practice  Angiotensin- 
convertmg  enzyme  (ACE)  inhibitors  can  elevate  serum  potassium  use 
with  caution  with  Dyazide'  Do  periodic  serum  electrolyte  determinations 
(particularly  important  in  patients  vomiting  excessively  or  receiving 
parenteral  fluids,  and  during  concurrent  use  with  amphotericin  B  or 
corticosteroids  or  corticotropin  |ACTH|)  Periodic  BUN  and  serum 
creatinine  determinations  should  be  made,  especially  in  the  elderly 
diabetics  or  those  with  suspected  or  confirmed  renal  msulficiency 
Cumulative  effects  ol  the  drug  may  develop  in  patients  with  impaired  renal 
function  Thiazides  should  be  used  with  caution  in  patients  with  impaired 
hepatic  (unction  They  can  precipitate  coma  m  patients  with  severe  liver 
disease  Observe  regularly  for  possible  blood  dyscrasias  liver  damage 
other  Idiosyncratic  reactions  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia  thrombocytopenia 
agranulocytosis,  and  aplastic  and  hemolytic  anemia  have  been  reported 
with  thiazides  Thiazides  may  cause  manifestation  of  latent  diabetes 
mellitus  The  effects  of  oral  anticoagulants  may  be  decreased  when 
used  concurrently  with  hydrochlorothiazide,  dosage  adiustmenis  may  be 
necessary  Clinically  insignificant  reductions  in  arterial  responsiveness 
to  norepinephrine  have  been  reported  Thiazides  have  also  been  shown  to 
increase  the  paralyzing  effect  of  nondepolarizing  muscle  relaxants  such 
as  tubocuranne  Triamterene  is  a  weak  folic  acid  antagonist  Do  periodic 
blood  studies  m  cirrhotics  with  splenomegaly  Antihypertensive  effects 
may  be  enhanced  in  post-sympathectomy  patients  Use  cautiously  in 
surgical  patients  Triamterene  has  been  found  m  renal  stones  m  associa- 
tion with  the  other  usual  calculus  components  Therefore  Dyazide' 
should  be  used  with  caution  in  patients  with  histories  ol  stone  lormaiion 
A  few  occurrences  ol  acute  renal  failure  have  been  reported  in  patients 
on  Dyazide'  when  treated  with  mdomeihacin  Therefore  caution  is 
advised  in  administering  nonsteroidal  ami-mtlammatory  agents  with 
'Dyazide'  The  following  may  occur  transient  elevated  BUN  or  creatmme 
or  both,  hyperglycemia  and  glycosuria  (diabetic  insulin  requirements  may 
be  altered),  hyperuricemia  and  gout,  digitalis  intoxication  (in  hypokalemia) 
decreasing  alkali  reserve  with  possible  metabolic  acidosis  'Dyazide' 
interferes  with  fluorescent  measurement  of  qumidine  Hypokalemia  is 
uncommon  with  Dyazide',  but  should  it  develop,  corrective  measures 
should  be  taken  such  as  potassium  supplementation  or  increased  dietary 
intake  of  potassium-rich  foods  Corrective  measures  should  be  instituted 
cautiously  and  serum  potassium  levels  determined  Discontinue  correc- 
tive measures  and  Dyazide'  should  laboratory  values  reveal  elevated 
serum  potassium  Chloride  deficit  may  occur  as  well  as  dilutional 
hyponatremia.  Concurrent  use  with  chlorpropamide  may  increase  the  risk 
ot  severe  hyponatremia  Serum  PBl  levels  may  decrease  without  signs 
of  thyroid  disturbance  Calcium  excretion  is  decreased  by  thiazides 
'Dyazide'  should  be  withdrawn  before  conducting  lesls  for  parathyroid 
function  Thiazides  may  add  to  or  polentiate  the  action  of  other  anti- 
hypertensive drugs  Diuretics  reduce  renal  clearance  ot  lithium  and 
increase  the  risk  of  lithium  toxicity 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness  headache 
dry  mouth,  anaphylaxis,  rash,  urticaria,  photosensitivity  purpura  other 
dermaioiogical  conditions,  nausea  and  vomiting  diarrhea  constipation 
other  gastrointestinal  disturbances,  postural  hypotension  (may  be 
aggravated  by  alcohol  barbiturates,  or  narcoticsi  Necrotizing  vasculitis 
paresthesias,  icterus,  pancreaiibs,  xanthopsia  and  respiratory  distress 
including  pneumonitis  and  pulmonary  edema  transient  blurred  vision 
sialadenitis,  and  vertigo  have  occurred  with  thiazides  atone  Triamterene 
has  been  found  in  renal  stones  m  association  with  other  usual  calculus 
components  Rare  incidents  of  acuie  interstitial  nephritis  have  been 
reported  Impotence  has  been  reported  in  a  few  patients  on  Dyazide' 
although  a  causal  relationship  has  not  been  established 

Supolied:  'Dyazide'  is  supplied  as  a  red  and  white  capsule,  in  bottles  of 
1000  capsules;  Single  Unit  Packages  lunit-dose)  of  100  (intended  lor 
institutional  use  only);  in  Patient-Pak™  unit-of-use  bottles  of  100 
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Senim  K+  and  BUN  should  be  checked  periodically  (see  Warnings  and  Precautia 
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There's  never  been 
a  better  time  for  her. . . 
and 
PREMARIN* 

(Conjugated  Estrogens  Tablets) 


Now  the  evidence  looks  better 
than  ever 


Significantly  reduced  risk  of 
endonaetrial  hyperplasia 

Endometrial  hyperplasia  was  significantly  reduced  when  pro- 
gestin was  added  to  PREMARIN  therapy  for  more  than  ten  days 
a  month: "'  The  risk  of  endometrial  hyperplasia  may  also  be 
reduced  through  cyclic  administration  of  unopposed  low-dose 
PREMARIN. 

Effect  on  lipids — an  important  feature 

PREMARIN  used  alone  does  not  adversely  affect  lipid  levels.  In 
fact,  a  clinical  study  has  shown  a  significant  increase  in  HDL 
cholesterol— from  49.7  mg/dL  to  56.4  mg/dL— and  decrease  in 
LDL  cholesterol— from  165.1  mg/dL  to  138.1  mg/dL— after  one 
year  of  therapy  with  PREMARIN,  0.625  mg.'^ 

Low-dose  control  of  menopausal  symptoms' 

PREMARIN  effectively  relieves  vasomotor  symptoms,  such  as 
hot  flashes.  When  estrogen  deficiency  is  limited  to  atrophic 
vaginitis,  PREMARIN*  (conjugated  estrogens)  Vaginal  Cream 
restores  the  vaginal  environment  to  its  premenopausal  state. 

The  most  widely  used,  most  extensively 
studied  estrogen  worldwide. 
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PREMARIN' 

(Conjugated  Estrogens  Tablets) 
Most  trusted  for  more  reasons 


*PREMARIN  is  indicated  for  moderate-to-severe  vasomotor  symptoms. 
Please  see  following  page  for  brief  summary  of  prescribing  information 


For  moderate-to-severe 
vasomotor  symptoms 

PREMARDM^ 

(Conjugated  Estrogens  Tablets) 


0.3  mg    0.625  mg       0.9  mg        1.25  mg  2.5  mg 

The  appearance  of  these  tablets  is  a  trademark  of  Ayerst  Laboratories 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  AND  PAJIENT  INFORMAIION   SEE  PACKAGE 
CIRCULARS  ) 

PREMARIN*  Brand  ol  conjugated  estrogens  tablets,  USf* 

PREMARIN!  Brand  ot  conjugated  estrogens  Vaginal  Cream  in  a  nonliquefylng  base 


1   ESTROGENS  HAVE  BEEN  REPORTED  TO  INCREASE  THE  RISK  OF  ENDOMETRIAL  CARCINOMA 

Three  independent  case  control  studies  riave  reported  an  increased  risk  ol  endometrial  cancer  in 
postmenopausal  women  exposed  to  exogenous  estrogens  tor  more  than  one  year  This  risk  was  indepen- 
dent ol  the  other  known  risk  taciors  lor  endometrial  cancer  Tfiese  studies  are  further  supported  by  ttie 
Imdmg  that  incidence  rales  ot  endometrial  cancer  have  increased  sharply  since  1969  in  eight  different  areas 

01  the  United  Stales  witfi  population-based  cancer  reporting  systems  an  increase  wfiich  may  be  related  lo 
the  rapidly  expanding  use  of  estrogens  during  (he  last  decade  The  three  case  control  studies  reported  that 
the  risk  ol  endometrial  cancer  m  estrogen  users  was  about  4  5  to  13  9  limes  greater  than  in  nonusers  The 
risk  appears  to  depend  on  both  duration  of  treatment  and  on  estrogen  dose  In  view  ol  these  findings  when 
estrogens  are  used  for  the  Ireatmeni  ol  menopausal  symptoms,  the  lowest  dose  tfial  will  control  symptoms 
should  be  utilized  and  medication  should  be  discontinued  as  soon  as  possible  When  prolonged  treatment  is 
medically  indicated,  the  patient  should  be  reassessed  on  at  least  a  semiannual  basis  to  determine  the  need 
tor  continued  therapy  AllhouQb  the  evidence  must  be  considered  preliminary,  one  study  suggests  that 
cyclic  administration  of  low  doses  of  estrogen  may  carry  less  risk  than  continuous  admmislration.  it 
therefore  appears  prudent  lo  utilize  such  a  regimen  Close  clinical  surveillance  of  all  women  taking 
estrogens  is  imporlanl  In  all  cases  o(  undiagnosed  persistent  or  recurrina  abnormal  vaginal  bleeding 
adequate  diagnostic  measures  should  be  undertaken  to  rule  out  malignancy  There  is  no  evidence  at  present 
thai  'natural   estrogens  are  more  or  less  hazardous  than  "synthetic"  estrogens  al  equiestfOQenic  doses 

2  ESTROGENS  SHOULD  NOT  BE  USED  DURING  PREGNANCY 

The  use  ol  lemale  sex  hormones,  both  estrogens  and  progestogens,  during  early  pregnancy  may  seriously 
damage  the  offspring  ii  has  been  shown  that  females  exposed  m  utero  to  diethyisiiibestroi,  a  non-steroidal 
estrogen,  tiave  an  increased  risk  ol  developing  m  later  life  a  form  ot  vaginal  or  cervical  cancer  ihat  is 
ordinarily  extremely  rare  This  risk  has  been  estimated  as  not  greater  than  ^1  per  1  000  exposures 
Furthermore,  a  high  percentage  ol  such  exposed  women  (from  30%  to  90%)  have  been  louno  to  have 
vaginal  adenosis  epithelial  changes  of  Ihe  vagina  and  cervix  Although  these  changes  are  histologically 
benign  it  is  not  known  whether  Ihey  are  precursors  ol  malignancy  Altnough  similar  data  are  not  available 
with  the  use  of  other  estrogens,  it  cannot  be  presumed  Ihey  would  nol  induce  similar  changes  Several 
reports  suggest  an  association  between  intrauterine  exposure  lo  female  sex  hormones  and  congenital 
anomalies,  including  congenital  heart  detecls  and  limb  reduction  detects  One  case  control  study  estimated 
a  4  7-fold  increased  risk  o(  limb  reduction  defects  in  infants  exposed  in  utero  to  sex  hormones  (oral 
conlraceptives,  hormone  withdrawal  tests  lor  pregnancy  or  attempled  treatment  tor  threatened  abortion] 
Some  ol  these  exposures  were  very  short  and  involved  only  a  lew  days  ol  treatment  The  data  suggest  that 
the  risk  of  limb  reduction  detecls  m  exposed  letuses  is  somewhat  less  than  1  per  1 ,000  In  Ihe  past,  female 
sex  hormones  have  been  used  during  pregnancy  in  an  attempt  lo  treat  threatened  or  habilual  abortion  There 
IS  considerable  evidence  that  estrogens  are  ineffective  lor  these  indications,  and  there  is  no  evidence  from 
well  controlled  studies  thai  progestogens  are  effective  tor  these  uses  If  PREMARIN  is  used  during 
pregnancy,  or  If  the  patient  becomes  pregnant  while  taking  this  drug,  she  should  be  apprised  of  the  polenhal 
risks  to  the  fetus,  and  the  advisability  ol  pregnancy  continuation 


DESCRIPTION:  PREMARIN  |con|ugated  estrogens  USP|  contains  a  mixture  of  estrogens,  obtained  exclusively 
from  natural  sources,  blended  to  represent  the  average  composition  ol  material  derived  from  pregnant  mares' 
urine  It  contains  estrone,  equilm,  and  17a-dihydroequilin,  together  with  smaller  amounts  of  17a-estradiOl 
equilenin  and  l7L.-dihydroeQuilenin  assails  ol  their  sulfate  esters  Tablets  are  available  in  0  3mg,0  625mg  0  9 
mg  t  25  mg,  and  2  5  mg  strengths  of  conjugated  estrogens  Cream  is  available  as  0  625  mg  conjugated 
estrogens  per  gram 

INDICATIONS  AND  USAGE:  PREMARIN  (conjugated  estrogens  tablets  USP]  Moderale-to-severe  vasomolor 
symptoms  associated  with  the  menopause  (There  is  no  evidence  that  estrogens  are  effective  (or  nervous 
symptoms  or  depression  without  associated  vasomolor  symptoms  and  Ihey  should  nol  be  used  to  treat  such 
conditions  I  Osteoporosis  labnormally  low  bone  mass).  Atrophic  vaginitis  Kraurosis  vulvae  Female 
castration 

PREMARIN  (conjugated  estrogens)  Vaginal  Cream  is  indicated  in  the  treatment  ot  atrophic  vaginitis  and 
kraurosis  vulvae  PREMARIN  HAS  NOT  BEEN  SHOWN  TO  BE  EFFECTIVE  FOR  ANY  PURPOSE  DURING  PREG- 
NANCY AND  ITS  USE  MAY  CAUSE  SEVERE  HARM  TO  THE  FETUS  (SEE  BOXED  WARNING) 
Concomitant  Pfogeslln  Use:  The  lowest  eifeciive  dose  appropriate  tor  the  specific  indication  should  be  utilized 
Studies  ol  the  addition  of  a  progestin  (or  7  or  more  days  of  a  cycle  ol  estrogen  administration  have  reported  a 
lowered  incidence  ot  endometrial  hyperplasia  Morphological  and  biochemical  studies  of  the  endometrium 
suggest  that  tO  to  13  days  ol  progestin  are  needed  lo  provide  maximal  maturation  of  Ihe  endometrium  and  lo 
eliminate  any  hyperplastic  changes  Whether  Ihis  will  provide  protection  Irom  endometrial  carcinoma  has  not 
been  clearly  established  There  are  possible  additional  RSks  which  may  be  associated  with  the  inclusion  ot 
progeshn  m  estrogen  replacement  regimens  (See  PRECAUTIONS  )  The  choice  ol  progestin  and  dosage  may  be 
important,  product  labeling  should  be  reviewed  to  minimize  possible  adverse  effects 
CONTRAINDICATIONS'  Estrogens  should  nol  be  used  m  women  (or  men]  with  any  of  the  following  conditions  1 
Known  or  suspected  cancer  ol  the  breast  except  m  appropriately  selected  patients  being  treated  tor  metastatic 
disease  2  Known  or  suspected  estrogen-dependent  neoplasia  3  Known  or  suspected  pregnancy  (See  Boxed 
Warning)  i  Undiagnosed  abnormal  genital  bleeding  5  Active  thrombophlebitis  or  thromboembolic  disorders 
6  A  past  history  ol  thrombophlebitis,  thrombosis  or  thromboembolic  disorders  associated  with  previous 
estrogen  use  (except  when  used  m  treatment  of  breast  or  prostatic  malignancy) 

WARNINGS:  Long-term  continuous  administration  of  natural  and  synthetic  estrogens  in  certain  animal  species 
increases  the  frequency  ol  carcinomas  of  the  breast,  cervix,  vagina,  and  liver  There  are  now  reports  that 
estrogens  increase  the  risk  of  carcinoma  of  the  endometrium  in  humans  (See  Boxed  Warning  i  Al  the  present 
lime  there  is  no  satisfactory  evidence  that  estrogens  given  to  postmenopausal  women  increase  the  risk  or  cancer 
of  the  breast  although  a  recent  study  has  raised  1ms  possibility  There  is  a  need  for  caution  m  prescribing 
estrogens  lor  women  with  a  strong  family  history  of  breast  cancer  or  who  have  breast  nodules  Iibfocystic 
disease,  or  abnormal  mammograms  A  recent  sludy  has  reported  a  2-  to  3-told  increase  in  the  risk  ol  surgically 
confirmed  gallbladder  disease  in  women  receiving  postmenopausal  estrogens 

Adverse  effects  of  oral  contraceptives  may  be  expected  at  the  larger  doses  olestrogen  used  to  treat  prostatic  or 
breast  cancer  or  posiparium  breast  engorgement,  it  has  been  shown  (hat  there  is  an  increased  risk  of  thrombosis 
in  men  receiving  estrogens  for  prostatic  cancer  and  women  (or  postpartum  breast  engorgement  Users  of  oral 
contraceptives  have  an  increased  risk  o(  diseases,  suchasthrombopnlebilis,  pulmonary  embolism,  stroke  and 
myocardial  infarction  Cases  ot  retinal  thrombosis  mesenteric  thrombosis,  and  optic  neuritis  have  been  reported 
in  oral  contraceptive  users  An  increased  risk  of  poslsurgery  thromboembolic  complications  has  also  been 
reported  in  users  of  oral  contraceptives  l(  feasible,  estrogen  should  be  discontinued  at  least  A  weeks  belore 
surgery  ot  the  type  associated  with  an  increased  risk  ol  thromboembolism,  or  during  periods  o(  prolonged 
immobilization  Estrogens  should  not  be  used  in  persons  with  active  thrombophlebitis,  thromboembolic  disor- 
ders or  in  persons  with  a  history  ol  such  disorders  in  association  with  estrogen  use  They  should  be  used  with 


For  atrophic  vaginitis 

PREMARIN 

(Conjugated  Estrogens) 


Vaginal 
Cream 

0.625mg/g 


caution  in  patients  with  cerebral  vascular  or  coronary  artery  disease  Large  doses  (5  mg  conjugated  estrogens 
per  day),  comparable  lo  those  used  to  treat  cancer  of  the  prostate  and  breast,  have  been  shown  lo  increase  the 
risk  of  nonlafai  myocardial  infarction,  pulmonary  embolism  and  thrombophlebitis  When  doses  ot  this  size  are 
used,  any  of  the  thromboembolic  and  thrombotic  adverse  effects  should  be  considered  a  clear  risk 

Benign  hepatic  adenomas  should  be  considered  in  estrogen  users  having  abdominal  pam  and  tenderness 
abdominal  mass  or  hypovolemic  shock  Hepatocellular  carcinoma  has  been  reported  in  women  taking  estrogen- 
containing  oral  contraceptives  Increased  blood  pressure  may  occur  with  use  of  estrogens  m  Ihe  menopause  and 
blood  pressure  should  be  monitored  with  estrogen  use  A  worsening  ol  glucose  tolerance  has  been  observed  m 
patients  on  eslrogen-conlaining  oral  contracepdves  For  this  reason  diabetic  patients  should  be  carelully 
observed  Estrogens  may  lead  to  severe  hypercalcemia  m  patienis  with  breast  cancer  and  bone  metastases 
PRECAUTIONS:  Physical  examination  and  a  complete  medical  and  family  history  should  be  taken  prior  to  the 
initiahon  ol  any  estrogen  therapy  with  special  reference  to  blood  pressure,  breasts  abdomen  and  pelvic  organs 
and  should  include  a  Papanicolaou  smear  As  a  general  rule  estrogen  should  not  be  prescribed  (or  longer  than 
oneyear  without  another  physical  examinahon  being  perlormed  Conditions  influenced  b^  tluid  retention  such  as 
asthma,  epilepsy,  migraine,  and  cardiac  or  renal  dysfunction,  require  careful  observation  Certain  patients  may 
develop  manifestations  ot  excessive  estrogenic  shmulation  such  as  abnormal  or  excessive  uterine  bleeding 
mastodynia,  etc  Prolonged  administration  ot  unopposed  estrogen  therapy  has  been  reported  lo  increase  the  risk 
of  endometrial  hyperplasia  m  some  patients  Oral  contraceptives  appear  to  be  associated  with  an  increased 
incidence  o(  mental  depression  Patients  with  a  history  of  depression  should  be  carefully  observed  Preexisting 
uterine  leiomyomata  may  increase  in  size  during  estrogen  use  The  pathologist  should  be  advised  ot  estrogen 
therapy  when  relevant  specimens  are  submitted  It  jaundice  develops  in  any  patient  receiving  estrogen  Ihe 
medication  should  bedisconlinuedwhilethe  cause  IS  investigated  Estrogens  should  be  used  with  care  inpatients 
with  impaired  liver  tunction,  renal  insufficiency  metabolic  bone  diseases  associated  with  hypercalcemia  or  in 
young  patients  m  whom  bone  growth  is  not  complete  It  concomitant  progestin  therapy  is  used  polenliai  risks 
may  include  adverse  effects  on  carbohydrate  and  lipid  metabolism 

The  toiiowing  changes  may  be  expected  with  larger  doses  of  estrogen 

a   Increased  sultobromopnthalem  retention 

b  Increased  prothrombin  and  (actors  VII,  VIII,  IX,  and  X.  decreased  antithrombin  3  increased  nor- 
epinephrine-inOuced  platelet  aggregability 

c  increased  thyroid  binding  globulin  (TBG)  leading  to  increased  Circulating  total  thyroid  hormone  as 
measured  by  PBI  14  by  column,  or  TJ  by  radioimmunoassay  Free  T3  lesin  uptake  is  decreased  rellecling  the 
elevated  TBG,  (ree  T4  concentration  is  unaltered 

d  Impaired  glucose  tolerance 

e  Decreased  pregnanediol  excretion 

(    Reduced  response  lo  metyrapone  test 

g   Reduced  serum  folate  concentration 

h  Increased  serum  (ngiycende  and  phospholipid  concentration  As  a  general  principle,  Ihe  administration  of 
any  drug  to  nursing  mothers  should  be  done  only  when  clearly  necessary  since  many  drugs  are  excreted  inhuman 
milk 

ADVERSE  REACTIONS:  The  following  have  been  reported  with  estrogenic  therapy  including  oral  contraceptives 
breakthrough  bleeding,  spotting,  change  in  menstrual  flow,  dysmenorrhea,  premenstrual-like  syndrome 
amenorrhea  during  and  a((er  trealmeni,  increase  in  size  of  uterine  tibromyomata,  vaginal  candidiasis,  change  in 
cervical  erosion  and  in  degree  of  cervical  secretion,  cystitis-like  syndrome,  tenderness,  enlargement  secretion 
(of  breasts],  nausea,  vomiting,  abdominal  cramps,  bloating,  cholestatic  jaundice,  chloasma  or  melasma  which 
may  persist  when  drug  IS  discontinued,  erythema  multiforme,  erythema  nodosum,  hemorrhagic  eruption,  loss  ol 
scalp  hair,  hirsutism,  steepening  of  corneal  curvature,  intolerance  lo  contact  lenses,  headache,  migraine 
dizziness  mental  depression  chorea,  increase  or  decrease  in  weight,  reduced  carbohydrate  tolerance  aggrava- 
tion of  porphyria,  edema,  changes  in  libido 

ACUTE  OVERDOSAGE:  May  cause  nausea,  and  withdrawal  bleeding  may  occur  in  females 
DOSAGE  AND  ADMINISTRATION: 
PREMARIN-  Brand  of  conjugated  estrogens  (ablets,  USP 

1  Given  cyclically  lor  short-term  use  only  For  treatment  of  moderate  lo  severe  rasomofor  symptoms  alropfiic 
vaginitis,  or  kraurosis  vulvae  associated  with  the  menopause  (0  3  to!  25  mg  or  more  daily)  The  lowest  dose  thai 
will  control  symptoms  should  be  chosen  and  medicalion  should  be  discontinued  as  promptly  as  possible 
Administration  should  be  cyclic  (eg,  three  weeks  on  and  one  week  otf|  Attempts  to  discontinue  or  taper 
medication  should  be  made  at  three-  to  six-month  intervals 

2  Giver)  cyclically  Female  castration  Osteoporosis  Female  castration— 1  25  mg  daily  cyclically  Adjust 
upwaid  or  downward  according  to  response  ol  Ihe  patient  For  maintenance,  adjust  dosage  to  lowest  level  thai 
will  provide  effective  control  Osteoporosis —0  625  mg  daily  Administration  should  be  cyclic  (eg  three  weeks 
on  and  one  week  off) 

Patients  with  an  intact  uterus  should  be  monitored  lor  signs  o(  endometrial  cancer  and  appropriate  measures 
laken  to  rule  oui  malignancy  in  the  event  ot  persistent  or  recurring  abnormal  vaginal  bleeding 
PREMARIN'  Brand  of  conjugated  eslrogens  Vaginal  Cream 
Given  cyclically  tor  short-term  use  only  For  treatmeni  ot  atrophic  vaginitis  or  kraurosis  vulvae 

The  lowest  dose  that  will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as 
promptly  as  possible 
Administration  should  be  cyclic  (eg,  three  weeks  on  and  one  week  oft) 
Attempts  to  discontinue  or  taper  medicadon  should  be  made  at  three-to-six  month  intervals 
Usual  dosage  range  2  to  4  g  daily,  mtravagmally,  depending  on  the  severity  ot  the  condition 
Treated  patients  with  an  intact  uterus  should  oe  monitored  closely  lor  signs  of  endometnal  cancer  and 
appropriate  diagnostic  measures  should  be  taken  lo  rule  out  malignancy  in  the  event  ol  persistenl  or  recurring 
abnormal  vaginal  bleeding 
Relerences: 

1  Whitehead  Ml.  Townsend  PT  Pryse-Oavies  J.  el  al  Effects  ol  estrogens  and  progestins  on  the  biochemistry  and 
morphology  of  the  postmenopausal  endomelrium  W  fng/ J  Met?  1981,305  1599-1605  2.  Paterson  MEL,  Wade- 
Evans  t  Sturdee  DW,  el  al  Endometrial  disease  after  treatmeni  wilh  oestrogens  and  progestogens  in  the 
climacteric  8r  Med  J  1980,280  822-82'!  3,  Magos  AL.  Brmcal  M  Sludd  JWW  el  al  Amenorrhea  and 
endometrial  atrophy  with  continuous  oral  estrogen  and  progestogen  therapy  m  postmenopausal  women  Obstet 
6yneco/1985,67  496-499  4,  Whitehead  Ml,  LaneG,  SiddieN.  elal  Avoidanceolendometnalhyperstimulation 
in  estroqen-lrealed  postmenopausal  women  Semin  Reprod  Endocrinon%3.}  1,41-52  5.  Barnes  RB,  Roy  S, 
Lobo  RA  Comparison  o(  lipid  and  androgen  levels  after  coniugated  estrogen  or  depo-medroxyprogesierone 
acetate  treatment  m  postmenopausal  women  Obstet  Gynecol  1985,66  216-219 

ici  1986  Ayerst  Laboratories 


AYERST  LABORATORIES 
New  York.  NY  10017 


How  MoreThan  2000  Doctors 
Have  Eased  The  P^in 
Of  Managing  A  Practice. 


IS 

"I 


If  your  practice  is  like  a  lot  of  others, 
you  often  spend  more  time  on  office 
problems  than  on  the  health  problems  of 
your  patients. 

Our  one  easy-to-use,  fully-integrated 
computer  system  can  take  care  of  billing, 
provide  financial  updates,  help  you  market 
your  practice.  And  give  you  more  time  to  do 
what  you  went  to  medical  school  for. 

"Medic  continues  to  be  the  best 
system  for  our  clients." 

Thomas  Booth,  president  of  The  PM  Group, 
Battle  Creek,  Michigan 

When  this  nationally-recognized 
medical  consulting  firm  recommends  a 
product  to  their  clients,  you  know  it's  been 
carefully  scrutinized.  After  reviewing  over 
60  medical  systems,  The  PM  Groupjudged 
our  system  to  be  the  best.  And  the  one  that 
offers  the  best  support  and  service. 

"If  s  helped  our  cash  flow 
tiemendously." 

Mike  Griga,  general  manager  ofMayfield 
Neurological  Institute.  Cincinnati.  Ohio 

Changingthe  billing  system  from  once 
a  month  to  once  a  week  is  just  one  way 
Medic  has  improved  the  bottom  line  of  the 
nation's  largest  neurosurgery  group.  Our 
system  can  ease  the  process  of  sending 


statements  and  reduce  the  number  of 
uncollected  bills.  Plus,  our  easy-to- 
understand  pnntouts  help  you  keep  better 
track  of  your  financial  condition. 

"When  lightning  knocked  out  our 
system,  Medic  worked  through  the 
night  to  get  It  up  and  running  quickly." 

Doug  Speak,  assistant  administrator  of 
Suncoast  Medical  Clinic.  St.  Petersburg. 
Florida 

We'll  do  whatever  it  takes  to  keep  your 
system  working.  Day  or  night.  We  have  a 
toll-free  STAT  line  to  handle  questions  and 
problems.  And  there's  a  STAT  PLUS  line 
from  our  support  center  to  your  system 
for  software  updates  and  diagnoses. 

So  if  you're  looking  to  increase  the 
efficiency,  productivity  and  profitability  of 
your  practice,  take  a  look  at  the  Medic 
Computer  System. 

Over  2000  physicians  in  more  than 
600  practices  throughout  the  U.S.  are 
calling  it  a  minor  medical  miracle. 


nreif/c 

computer  systems 


6601  Six  Forks  Road,  Suite  150 
Raleigh,  North  Carolina  27609 

Telephone  toll -free:  1-800-334-8534 
North  Carolina:  919-84  7-8102 

Other  offices:  Cincinnati,  Ann  Arbor 
Orlando.  Pittsburgh,  Richmond 

Please  tell  me  how  Medic  Computer 
Systems  can  help  my  practice. 


Name- 


Address- 
Dty 


State  _ 


Phone  ( 


Number  of  physicians  in  practice  • 


Specialty- 


Medic  Computer  Systems 

6601  Six  Forks  Rd,  Suite  150 
1^  Raleigh,  North  Carolina  27609 


North  Carolina  Medical  Journal 

Subscribe  for  yourself  or  a  friend 


n  New  n  Renewal 

n  Payment  enclosed  $12.00 
n  Bill  me  $12.00 

Send  to  NCMJ,  Box  3910  DUMC 
Durham  27710. 


Please  piint: 

My  Name 

Address  


City/State/Zip 


Please  send  a  gift  subscription  to: 
Name  


Address 


City/State/Zip 
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Classified  Ads 


KEEPING  LONG  HOURS?  Too  many  patients  and 
not  enough  time?  Have  you  considered  employing  a 
physician  assistant  to  help  you  extend  your  practice 
without  extending  yourself?  The  North  Carolina 
Academy  of  Physician  Assistants  can  supply  you  with 
helpful  information  about  the  training  and  capabil- 
ities of  physician  assistants.  For  more  information 
contact  Dean  Minton,  PA-C,  NCAPA  Public  Affairs 
Chairman,  209  Shenandoah  Dr.,  Winston-Salem 
27103.  919/748-2247  (work);  919/768-4934  (home). 

MEDICAL  PRACTICE  SALES  AND  APPRAISALS  - 
We  specialize  in  the  valuation  and  selling  of  medical 
practices.  If  interested  in  buying  or  selling  a  medical 
practice,  contact  our  Brokerage  Division  at  The 
Health  Care  Group,  400  GSB  Building,  Bala  Cyn- 
wyd,  PA  19004;  215/667-8630. 

HOLTER  MONITOR  SERVICE:  Recorders  provided 
for  physicians'  offices  at  no  charge  with  a  minimum 
of  five  recordings  per  month.  For  more  information 
concerning  this  service,  please  call  Charles  L.  Baird, 
Jr.,  M.D.,  Director,  Virginia  Heart  Institute.  804/ 
359-9265. 

VIRGINIA  —  Emergency  department  positions  in 
coastal  and  mountain  regions.  Excellent  support  staff 
in  progressive  hospital  system.  Malpractice  insur- 
ance provided.  Contact  Emergency  Consultants,  Inc., 
One  Windemere  Place,  Room  33,  Petoskey,  MI  49770. 
800/253-7092  or  in  Michigan  800/632-9650. 

NORTH  CAROLINA:  GREENSBORO,  expanding 
emergency  department/level  II  trauma  center.  Group 
looking  for  full  and  part-time  physicians.  Minimum 
requirement  —  Board  eligibility  in  Emergency  Med- 


icine. Send  CV  to  Norman  Mayer,  M.D.,  Post  Office 
Box  29066,  Greensboro  27408.  919/379-3965. 

CARDIOLOGOST  B/E,  B/C  for  15  physician  multis- 
pecialty  group  located  in  beautiful  Piedmont  area  of 
North  Carolina.  Present  B/C  cardiologist  extremely 
busy  with  non-invasive  practice  and  desires  to  share 
work  load  with  a  congenial,  supportive  and  profes- 
sional associate  who  desires  time  for  a  personal  life. 
Group  practice  is  in  close  proximity  of  two  hospitals. 
In-house  lab,  x-ray.  Stress  lab  and  Echo.  Association 
leads  to  equal  shareholdership  in  one  to  two  years. 
Full  benefit  package,  guaranteed  salary  and  profes- 
sional management.  Send  CV  to:  Administrator, 
Statesville  Medical  Group,  P.O.  Box  1460,  States- 
ville,  NC  28677,  or  call  704/878-2011. 

INTERNIST  WANTED:  for  association  with  four  in- 
ternists. Southeast  coast  of  Florida.  Board  qualified. 
Salary:  $50,000,  plus  percentage.  Early  partnership 
assured.  Reply:  P.O.  Box  768,  Lake  Worth,  EL 
33460. 

BC/BE  Family  Physician  wanted  for  central  Piedmont 
practice.  If  interested  write  to  Post  Office  Box  5168, 
High  Point  27262. 

WANT  TO  BUY  good  modern  used  office  equipment 
for  family  practice.  Write  to  Post  Office  Box  5168, 
High  Point  27262. 

NORTH  CAROLINA:  FULL-TIME  ER  position  now 
available  in  community  hospital  with  18,000  annual 
visits.  Two  full-time  ER  physicians  presently,  24- 
hour  shifts,  compensation  over  $100,000/year.  Pre- 
fer EM  BE/BC  physician  with  ATLS/ACLS.  Contact 
T.  Holloway,  M.D.,  P.O.  Box  677,  Lincolnton  28092. 
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The  Generator  That  Makes  Other  Generators  Obsolete! 

The  New  Bennett  80  Programmable 

>1UrO-TECH 

Ad\  anced  technology  ha.s  enabled  B  &  B  XRay, 
Inc.  to  offer  yon  the  Bennett  HO  Programmable 
Atito  Tech.  a  generator  that  offers  you  accuracy, 
coinviuciice.  and  cffick'iicy.  With  AtitoTech  yoti 
newr  have  to  mea.sure  anatc  imical  parts  or  equate 
factors  from  technique  charts.  Tlie  Bennett  Auto 
Tech  has  HO  pre  programmed  technique  selec 
tions  for  which  anatomical  parts  are  automatically 
measured  by  sonar  and  conveited  into  optimum 
k\  p  and  mAs  using  the  shorte.st  exposure  time 
and  highest  mA  po.ssible.  Ttiis  technique  .saves 
you  time  and  money  by  producing  consi.stently 
optimum  qualit)'  radiographs  and  eliminating  co.stly  repeated  exposures.  In  fact,  we're  .so  confident  in  the 
performance  of  the  Auto  Tech  that  it  has  a  sctviiyear  warranty! 

And.  as  with  all  Bennett  equipment,  it  is  built  with  a  modular  concept  in  mind.  It  allows  yoti  to  design  a 
radiographic  .sy.stem  iox  your  present  and  future  needs  by  selecting  the  basic  .sy.stem  and  adding  optional 
accessories.  Also,  the  Auto  Tech  can  be  reprogrammed  to  suit  your  film'screen  combinations  and  your  specific 
needs.  Now  you  know  wli\'  the  New  HO  Programmable  Auto  Tech  is  making  other  generators  ob.solete. 


B&BXRAY 


working  for  the  end  result — optimum  quality  radiographs 


PO  Box  802  Matthews,  NO  28105 


In  NO  Call  1-800-222-9262 
In  SO  Call  Collect  704-847-8521 
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Significantly  improves  hemodynamics 


Bumex 

bumetanide/Roche 

0.5-mg.  l-mg  and  2-mg  scored  tablets, 

2-ml  ampuls  (0,25  mg/ml)  and  2-ml,  4-ml 

and  10-ml  vials  (0  25  mg/ml) 

REDUCES 

FLUID  OVERLOAD 

and  eases  the  burden 

on  the  failing  heart 


E 
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A  Pulmonary  Artery  Mean  Pressure 
O  Pulmonary  Artery  Wedge  Pressure 
n  Right  Atrial  Pressure 


12  3         4  5  6         7 

Days 

Ten  patients  with  CHF  stiowed  marked  riemodynamic  improvement  after  seven  days  ol 
BUMEX*(t)umetanicle/Rocrie)  (mean  values  :=  SE)  Adopted  from  Olesen,  efo/ ' 


References:  I.OIesenKH,  efo/  Pos'gradMeJJ5/(Suppl6)  54-63  1975  2,  Handler  B 
DtiingroRC.  Rosen  KM  J  Clin  Pharmacol  2 1  706-711,  Nov-Dec  1981   3.  Brater  DC, 
etal  ClinPhafmacoiJhe(34  7Ql-2'\Z^uq  1983  4,  BraterDC,  FoxWR,  Ctiennovasin  P 
J  Clin  Pharmacol  21  599-603,  Nov-Oec  1981  5.  Davies  DL.  el  ol  Clin  Pharmacol  Ther 
15  141-155.  Feb  1974 


BUMEX ' 

bumetanide/Roche 

0,5-mg.  I-mg  ond  2-mg  scored  rablers. 

2-ml  ompuls.  2-ml.  4-ml  and 

10-ml  viols  (0  25  mg/ml) 

BUMEX'  (bumeranide/Rocrie) 

Before  prescribing,  pleose  consult  complete  product  Inlormotion.  o  summary  ot  which  follows: 


WARNING:  Bumex  (bumetonide/Roche)  is  a  potent  diuretic  which,  if  given  in  excessive 
amounts,  can  lead  to  a  profound  diuresis  with  water  and  electrolyte  depletion  Therefore, 
careful  medical  supervision  Is  required,  and  dose  and  dosage  schedule  hove  to  be 
odjusted  to  the  individual  potienrs  needs  (See  under  DOSAGE  AND  ADMINISTRATION  In 
complete  product  information.) 


INDICATIONS  AND  USAGE:  Edemo  ossociated  with  congeslive  hearl  loilure,  hepolic  ond  renal 
disease,  including  Ihe  neprirotic  syndrome 

Almost  equal  diuretic  response  occurs  ofter  oral  and  parenlerol  odminisfrotion  ol  Bumex  II 
impaired  gasiromteshnol  absorption  is  suspected  or  orol  odminislrotion  is  nol  practical.  Bumex 
should  be  given  by  the  inlramusculoi  or  intravenous  route 

Successlul  treatment  wiffi  Bumex  toliowing  instonces  ol  ollergic  reoctions  to  lurosemide  suggests 
a  lock  ol  cross-sensitivity 

CONTRAINDICATIONS:  Anuno  Hypersensitivity  and  in  patients  in  hepatic  como  or  in  states  ot 
severe  eleclfolyle  depletion  Although  Bumex  can  be  used  lo  induce  diuresis  in  renol  msufliciency 
any  marked  increose  in  blood  urea  nitrogen  or  creotinine,  or  the  development  ol  oliguria  during 
ttieropy  ol  palienis  with  progressive  renol  disease,  is  on  indication  (or  discontinuotion  ol  treotment 
WARNINGS:  Dose  should  be  odjusted  lo  pafienrs  needs  Excessive  doses  or  too  trequent 
Qdmimstrotion  con  lead  lo  protound  water  loss,  electrolyte  depletion,  dehydration,  reduction  in 
blood  volume  ond  circulatory  collapse  with  the  possibility  ot  voscuior  thrombosis  ond  embolism, 
particuloriy  in  elderly  potients 

Prevention  o!  hypokolemio  requires  particular  oftention  in  patients  receiving  digilolis  and  diuretics 
(or  congestive  heort  (oilure,  hepatic  cirmosis  and  oscites,  slates  ot  oidosterone  excess  wilti 
normol  renal  lunclion,  potassium-losing  nephropothy  cerloin  diorrheol  stoles,  or  other  states 
where  tiypokoiemia  is  thought  to  represent  porticulor  added  risks  to  the  patients 
in  potients  with  hepatic  cirrhosis  and  ascites,  sudden  alterations  o(  electrolyte  boiance  may 
precipitate  hepolic  encepholopothy  and  coma  Treatment  in  such  patients  is  best  initialed  in  the 
hospital  with  smoll  doses  ond  caretui  monilonng  ol  the  potienrs  clmicol  status  ond  electrolyte  boi- 
ance Supplemenlol  potossium  and/or  spitonoloctone  may  prevent  hypokolemio  and  metabolic 
alkalosis  in  these  patients 

In  cots,  dogs  and  guinea  pigs,  Bumex  has  been  shown  to  produce  ototoxicity  Since  Bumex  is 
oboui  40  lo  60  limes  as  potent  as  turosemide.  it  is  onticipated  thai  blood  levels  necessory  to  pro- 
duce ototoxicity  will  rarely  be  octiieved  The  potenlioi  lor  ototoxicity  mcreoses  with  intravenous 
Iberapv,  especioily  at  high  doses 

Patients  allergic  to  suitonomides  may  show  hypersensitivity  lo  Bumex 
PRECAUTIONS:  Measure  serum  potassium  periodically  ond  odd  potassium  supplements  or 
polassium-spanng  diuretics,  i(  necessary  Periodic  determinotions  ot  olher  electrolytes  ore  odvised 
m  palienis  treated  with  high  doses  or  tor  prolonged  periods,  porlicularly  in  those  on  low  salt  diets 
Hyperuricemia  may  occur  Reversible  elevations  ot  Itie  BUN  and  creatinine  may  occur  especially 
with  dehydration  ond  in  patients  with  renol  msufliciency  Bumex  may  increase  urinory  colcium 
excretion 

Possibility  ol  effect  on  glucose  metabolism  exists  Periodic  determinations  ot  blood  sugar  should 
be  done,  porticulorly  in  patients  wilfi  diabetes  or  suspected  talent  diabetes 


Patients  should  be  observed  regularly  tor  possible  occurrence  ot  blood  dyscrosias,  liver  damage 
or  Idiosyncratic  reactions 

Especially  in  presence  ot  impaired  renal  function,  use  ot  porenteroiiy  administered  Bumex  sfiould 
be  ovoided  m  patients  to  whom  aminoglycoside  onlibiohcs  are  also  being  given,  except  in 
lite-threotening  conditions 

Drugs  with  nephrotoxic  potential  and  bumetonide  should  not  be  odmmislered  simultaneously 
Since  lithium  reduces  renal  clearance  ond  odds  a  high  risk  ot  lithium  toxicity,  it  should  not  be  given 
with  diuretics 

Probenecid  sfiould  nol  be  odministered  concurrently  with  Bumex 
Concurrent  therapy  wilh  indomelhocin  nol  recommended 

Bumex  may  potentiate  the  eftects  ol  antihypertensive  drugs,  necessiloting  reduction  in  dosoge 
Interaction  studies  in  humans  have  sfiown  no  eltect  on  digoxin  blood  levels 
Interaction  studies  m  humans  have  shown  Bumex  to  have  no  effect  on  warfarin  metabolism  or  on 
plasma  prothrombin  activity 

Pregnancy  Bumex  should  be  given  to  a  pregnant  woman  only  il  the  potenlioi  benefit  justities  the 
potential  risk  to  Ihe  letus 
Bumetonide  may  be  excreted  in  breost  milk 
Pediatric  Use  Solely  ond  ettectiveness  below  oge  18  not  established 
ADVERSE  REACTIONS:  Muscle  cromps.  dizziness,  hypotension,  heodoche  ond  nausea,  ond 
encepholopothy  (in  patients  with  preexisting  liver  disease) 

Less  IrequenI  clinical  adverse  reactions  ore  weakness,  impaired  heoring.  rosh,  prunlus,  hives, 
eiectrocofdiogrom  chonges,  obdommol  pom  arthnlic  pain  musculoskeletol  pom  and  vomiting 
Other  clinical  adverse  reactions  ore  vertigo  chest  pain,  eor  discomlort  lotigue,  dehydration, 
sweating  hyperventilation  dry  mouth  upset  stomach  renal  failure,  astenxis.  itching,  nipple  ten- 
derness, diarrhea,  premahjre  ejoculotion  and  difticulty  mointaming  an  erection 
Loborotory  abnormalities  reported  ore  hyperuricemia,  azotemia,  hyperglycemia  increased  serum 
creotinme,  nypochloremio,  hypokalemia,  hyponatremia,  and  variations  in  CO2  content, 
bicorbonote,  phosphorus  ond  calcium  Allhough  monitestolions  ol  the  phormocoiogic  oction  ot 
Bumex  these  conditions  may  become  more  pronounced  by  intensive  therapy 
Diuresis  induced  by  Bumex  moy  also  rorely  be  accompanied  by  chonges  in  LDH,  total  serum 
bilirubin,  serum  proteins  SGOT  SGPT  alkaline  phospholose,  cholesterol,  creotinme  clearance, 
deviotions  m  hemoglobin  prothrombin  time,  hemotocnl  platelet  counts  and  dtfterenliai  counts 
Increoses  in  urinary  glucose  and  unnory  protein  hove  also  been  seen 
DOSAGE  AND  ADMINISTRATION: 

Oral  Administralion  The  usual  total  dotly  dosoge  is  0  5  to  2  0  mg  and  in  most  potients  is  given 
OS  a  single  dose 

Parenteral  Adminislration  Administer  to  patients  (iV  or  IM)  with  Gl  absorption  probtem  or  who 
cannot  take  oral  The  usuol  initial  dose  is  0  5  lo  1  mg  given  over  1  to  2  minutes  il  insufticient 
response,  a  second  or  third  dose  may  be  given  at  2  to  3  hour  intervals  up  to  o  maximum  ot 
10  mg  a  day 

HOW  SUPPLIED:  Tohlels  0  5  mg  (iighl  green).  1  mg  (yellow)  and  2  mg  (peach),  boftlesot  100 
ond  500  Prescription  Paksot  30,  Tel-E-Dose"  cartons  ol  100  imprinl  on  tablets  0  5  mg- 
ROCHEBUMEX05    1  mg-   ROCHE  BUMEX  1,  2  mg- ROCHE  BUMEX  2 
Ampuls  2  ml.  0  25  mg/ml  boxes  ot  ten 
Vials  2  ml,  4  ml  and  10  ml,  0  25  mg/ml,  boxes  often 


ROCHE  U^BORATORIES 

Division  of  HoffmonnLo  Roche  Inc 

Nutiey  New  Jersey  071 10 


OVERLOAD 


Reduce  fluid  volume  and 
improve  hemodynamics  in  CHF 

Edema  due  to  congestive  heart  tailure  often 
demands  highly  effective  diuresis  to  reduce  the 
fluid  load  on  the  failing  heart.  Bumex*  (bumet- 
anide/Roche)  is  the  next  generation  in  loop 
diuretic  therapy  for  three  powerful  reasons.  It 
moves  out  an  unsurpassed  volume  of  fluid  and 
sodium,  resulting  in  significant  reductions  in 
edema  and  right  atrial  and  pulmonary  artery 
wedge  pressures.  '-^  It's  almost  completely 
absorbed  through  the  Gl  tract,  so  it's  easy  to 


titrate.^  And  Bumex  completes  high-volume 
diuresis  fast-within  four  hours  at  usual 
doses. "^  Your  patients  spend  less  time  in 
diuresis,  more  time  in  normal  activities. 

Bumex  has  a  good  safety  profile;  however, 
as  with  all  loop  diuretics,  Bumex,  if  given  in 
excessive  amounts,  can  lead  to  profound 
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EDITORIAL 


Use  of  Automatic  External 
Defibrillators  —  An  Issue  for  North 
I's  EMS  System 


H.  Lawson  Muggins,  Jr.,  M.D.,  and  Roy  W.  Graves,  M.D. 


The  use  of  automatic  external  defibrillators  by 

emergency  medical  technicians  would  mean 

earlier  defibrillation  and  lives  saved. 


Given  that  defibrillation  is  the  definitive  treatment  of  ven- 
tricular fibrillation,  it  is  not  surprising  that  the  eariiest  pos- 
sible defibrillation  is  associated  with  higher  success  rates 
of  returning  to  a  stable  perfusing  rhythm.  This  has  been 
well  documented.'"  Now.  through  the  development  of  au- 
tomatic external  defibrillators  (AEDs).  the  technology  exists 
to  allow  Emergency  Medical  Technicians  (EMTs)  to  provide 
safe  earlier  defibrillation. 

The  concept  of  EMT-defibrillation  is  endorsed  by  the 
American  Heart  Association,  the  American  College  of 
Emergency  Physicians,  the  Advanced  Coronary  Treatment 
Foundation,  and  the  1985  National  Conference  on  Standards 
and  Guidelines  for  Cardiopulmonary  Resuscitation.-"' 
Presently,  a  statewide  EMS  task  force  is  investigating  the 
feasibility  of  EMT-defibrillation  programs.  In  addition  to 
considering  the  programs  themselves,  the  task  force  must 
decide  among  manual,  semiautomatic,  or  fully  automated 
defibrillators. 


AED  Equipment 

There  are  several  AEDs  now  available  that  are  basically 
variations  of  the  same  theme.  Most  list  for  approximately 
$5000-6000,  are  portable,  and  weigh  25-30  lbs.  They  are 
powered  by  rechargeable  lead-acid  batteries  and  employ  two 
self-adhesive  pads,  each  with  an  ECG  electrode  that  is  placed 
over  the  apex  of  the  heart  and  the  right  sternal  border.  The 
Heart-Aid  95  (Cardiac  Resuscitator  Corporation,  Portland, 
OR)  is  a  typical  AED  device  with  the  added  feature  of 


From  the  Department  of  Emergency  Medicine,  East  Carolina  Uni- 
versity School  of  Medicine/Pitt  County  Memorial  Hospital,  Green- 
ville 27834. 


external  pacing  for  those  cases  where  the  patient  is  in  asys- 
tole or  severe  bradycardia. 

Through  built-in  digital  software,  AEDs  analyze  multiple 
parameters  (amplitude,  frequency,  morphology,  etc.)  of  the 
ECG  signal  with  rhythm  algorithms.  Also  incorporated  is 
an  impedance  measurement  between  the  two  surface  elec- 
trodes to  ensure  adequate  contact  and  special  filters  to  iden- 
tify electrical  artifacts. 

Once  cardiac  arrest  without  pulse  or  respiration  is  iden- 
tified, the  two  electrodes  are  placed  on  the  patient's  chest. 
With  the  Heart-Aid  97,  the  cardiac  rhythm  is  as.sessed  im- 
mediately, and  the  device  can  automatically  deliver  the  first 
defibrillation  in  as  little  as  12  seconds  if  needed.  Real-time 
display  is  provided  by  an  ECG  screen.  The  ECG  strip  chart 
recorder  provides  an  on-site  record  of  the  patient's  cardiac 
rhythm  for  permanent  documentation. 

Audible  voice  instructions  guide  the  rescuer  through  the 
appropriate  steps  in  treating  the  victim.  Perhaps  most  im- 
portant for  medical  control,  the  entire  resuscitation  is  re- 
corded on  a  dual  channel  recorder.  All  ECG  information  as 
well  as  voice  and  background  sounds  are  recorded  to  provide 
a  reconstruction  of  the  procedure  for  subsequent  medical 
review. 


Clinical  Experience  with 
EMT  Defibrillation 

The  effectiveness  of  eariy  defibrillation  in  the  field  has  been 
confirmed  in  several  controlled  studies."'"  Stults  et  al  pro- 
spectively studied  the  survival  following  out-of-hospital  car- 
diac arrests  that  had  been  served  by  two  groups  of  basic 
ambulance  personnel.'  The  first  group  was  trained  to  rec- 
ognize and  defibrillate  ventricular  fibrillation.  Twelve  pa- 
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tientsof  64  (19%)  who  were  found  in  ventricular  fibrillation 
were  resuscitated  and  discharged  alive  from  the  hospital. 
The  second  group  served  as  a  control  where  early  defibril- 
lation was  not  attempted  and  only  basic  life  support  was 
employed.  One  of  31  of  these  patients  was  discharged  alive 
from  the  hospital  (P  <  0.05). 

Similarly.  Eisenberg  et  al-'  found  that  patients  discharged 
alive  from  the  hospital  represented  26%  of  36  victims  treated 
with  early  defibrillation  by  EMTs  (who  had  had  a  ten-hour 
training  course  to  recognize  ventricular  fibrillation  and  use 
a  manual  defibrillator),  and  just  7%  of  56  control  group 
victims  treated  with  only  basic  life  support  by  EMTs. 


Automatic  versus  Manual 
Defibrillation 

Clinical  trials  of  the  automatic  versus  manual  defibrillator 
come  most  notably  from  Iowa  and  King  County,  Washing- 
ton. Cummins  et  al"  studied  the  performance  of  the  EAD 
used  by  paramedics  on  39  people  with  out-of-hospital  car- 
diac arrests.  The  AED  delivered  at  least  one  defibrillation 
to  each  of  13  out  of  16  people  in  ventricular  defibrillation 
(81%  sensitivity).  The  AED  demonstrated  a  100%  speci- 
ficity, not  delivering  any  defibrillations  to  any  of  the  21 
non-ventricular  fibrillation  rhythms  (13  asystole,  8  other 
electrical  rhythms);  in  two  patients  the  rhythms  could  not 
be  assessed. 

Similar  resuhs  were  achieved  by  Weaver  et  al.'-  who 
studied  the  use  of  the  AED  by  first-responding  fire  fighters 
on  260  victims  of  cardiac  arrest.  Of  the  118  patients  with 
ventricular  fibrillation,  91  were  given  appropriate  defibril- 
lations (77%  sensitivity).  The  AED  also  correctly  identified 
all  remaining  non-ventricular  fibrillation  rhythms  and  did 
not  deliver  any  inappropriate  countershocks  (100%  speci- 
ficity). Additionally,  there  were  no  accidental  shocks  re- 
ported to  the  rescuers  themselves. 

Although  the  specificity  for  measurable  rhythms  has  been 
consistent  at  100%,  the  sensitivity  of  delivered  defibrilla- 
tions has  remained  approximately  80%.  However,  most  of 
these  data  were  developed  with  first-generation  AEDs.  The 
single  most  common  problem  with  these  detection  algo- 
rithms has  been  distinguishing  asystole  from  fine  ventricular 
fibrillation.  Newer  algorithms  show  promise  to  increase  sen- 
sitivity for  fine  ventricular  fibrillation  without  a  loss  in  spec- 
ificity. 

Realistically,  however,  asystole  always  has  a  poor  prog- 
nosis, in  spite  of  all  advanced  cardiac  life  support  measures. 
Therefore,  the  question  of  whether  the  AED  was  defibril- 
lating  fine  ventricular  fibrillation  versus  asystole  is  perhaps 
moot;  the  former  rarely  responds  to  electrical  therapy,"  and 
the  latter  would  not  be  adversely  affected  by  defibrillation. 
In  fact,  a  prospective  study  from  UCLA  found  defibrillation 
of  asystole  more  successful  than  standard  drug  therapy.'-' 


Comments 

Although  early  defibrillation  by  EMTs  has  been  proven 
workable,  and  has  been  endorsed  by  several  national  or- 
ganizations, it  has  yet  to  be  implemented  statewide  and 
throughout  the  country.  As  public  hearings  of  the  state  EMS 
task  force  continue,  special  emphasis  should  be  given  to  the 
AED  as  a  means  of  bringing  an  EMT-defibrillation  program 
into  reality. 

The  AEDs  are  less  expensive  than  manual  defibrillators. 
They  eliminate  the  need  for  EMTs  to  be  trained  in  inter- 
pretation of  a  dynamic  rhythm  strip  for  ventricular  fibril- 
lation before  administering  appropriate  treatment;  ob- 
viously, initial  traming  and  recertification  at  the  EMT- 
defibrillation  level  would  be  simpler.  Perhaps  most  impor- 
tant, there  would  be  a  more  standardized  level  of  care  of 
the  cardiac  arrest  victim  throughout  the  state. 

However,  the  idea  of  AEDs  in  an  EMT-defibrillation 
program  cannot  come  to  fruition  on  its  own  merit.  It  will 
require  the  support  of  all  emergency  clinicians  and  acade- 
micians. It  will  require  trained  emergency  physicians  to 
provide  medical  control  over  basic  EMTs,  many  of  whom 
previously  have  operated  without  any  medical  supervision. 

The  AED  offers  a  considerable  potential  for  saving  lives; 
let  us  not  waste  it.  ■ 
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Carolina  University  School  of  Medicine, 
Greenville,  NC 

Many  physicians  would  like  to  devote  some 
time  to  their  country  in  a  local  Army  Reserve  unit. 
We  know  that  making  a  weekend  commitment  can 
be  difficult  for  most  physicians.  So  it  is  practical  for 
the  Army  Reserve  units  to  be  flexible  about  time. 
It's  worth  discussing. 

Incidentally,  in  addition  to  satisfying  your  own 
desire  to  serve  your  country,  there  are  exceptional 
opportunities  to  do  something  totally  different  from 
a  day-to-day  routine.  Opportunities  to  study  new 
areas  of  medicine,  meet  new  people  in  your  special- 
ty, and  be  a  part  of  one  of  the  world's  most  advan- 
ced medical  teams. 

Discuss  the  opportunities  with  our  Army 
Medical  Personnel  Counselor.  Call:  (919)  493-1364 
or  493-4107  Collect.  Or  Write: 

Army  Reserve  Medicine 

2634  Chapel  Hill  Blvd. 
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Durham.  NC  27707 
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Our  Alumni 
Make  Great 
Recoveries. 


They  needed  our  progi-am  to  solve  their 
problems,  so  you  probably  won't  hear  them 
brag  about  their  AJma  Mater.  But  they're 
proud  of  us  and  we're  pn  lud  of  them,  because 
they  continue  to  live  straight  and  sober  after 
they  leave  our  program. 

Some  people  call  it  success.  We  call  it 
recovery  And  it  happens  because  of  team- 
work. Our  staff,  our  client's  physician,  em- 
ployer, and  family  all  working  together  with 
each  patient  for  the  same  goal:  freedom  from 
drugs  and  alcohol  one  day  at  a  time. 

Guai-anteed.  That's  right,  if  a  patient 
follows  ( )ur  program  and  doesn't  remain  dmg 
and  alcohol  free,  we'll  provide  additional 
ti'eatment  at  no  chm^c. 

Don't  lose  your  patients  to  alcohol  and 
diTjgs.  Get  them  back  with  (jur  help  and 
discover  what  recovery  can  mean  for  your 
patient's  life. 

We  offer  24  hour  free  confidential  evalu- 
ations and  case  consultations  7  days  a  week. 

Charter 

Northridge 

Hospital 

Patient  costs  covered  by  Medicaid,  Medicare 
and  most  insurance  companies. 

MA  Facility  of  Charter  Medical  Corporation 
Quality  Hospitals. 
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the  copyright  to  each  entire  issue  is  the  property  of 
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To  show  you  how  many 
hypertensives  stayed  on 

INDERAL  LA 

(PROPRANOLOL  HCl) 

after  a  major  nationwide  trial... 
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60,073  patients  (90%)  who  started  on 
INDERAL  LA  stayed  on  INDERAL  LAI 


Surprising?  Not  really. 

Because  most  patients  on  INDERAL  LA  (propranolol  HCl)  don't  even  know 
it's  working. 

A  recent  double-blind,  placebo-controlled,  crossover  study  in  138  hyper- 
tensive patients^  revealed  that  INDERAL  LA  has  a  side  effects  profile 
unsurpassed  by  atenolol  or  metoprolol  -  which  shows  how  well-tolerated 
once-daily  INDERAL  LA  can  be. 

Sole  therapy  or  concomitant  therapy? 

Fifty-nine  percent  of  the  time,  INDERAL  LA  stood  on  its  own. 

The  patients  in  the  nationwide  compliance  trial  were  no  different  from  yours 
Generally  when  the  antihypertensive  regimen  is  complicated,  compliance 
may  become  a  problem.  So,  the  effectiveness  of  INDERAL  LA  as  once-daily 
monotherapy  is  a  big  plus.  Of  the  remaining  hypertensives  in  the  program, 
36%  were  controlled  merely  with  the  addihon  of  a  diuretic  to  INDERAL  LA. 

For  the  noncompliant  patients  in  your  practice,  INDERAL  LA  may 
well  be  the  answer. 

Almost  20,000  of  the  patients  in  the  nationwide  compliance  trial  were  identi- 
h^ed  as  having  been  noncompliant  with  their  previous  antihypertensive 
therapy.  Their  physicians  reported  that  88%  showed  improved  compliance 
when  placed  on  once-daily  INDERAL  LA. 
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Control,  comfort,  and  complicince 
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LONG  ACTING 
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(PROPRANOLOL  HCl) 

Like  conventional  INDERAL  Tablets,  INDERAL  LA  should  not  be  used 
in  the  presence  of  congestive  heart  failure,  sinus  bradycardia  cardio- 
genic shock,  heart  block  greater  than  first  degree,  and  bronchial  asthma, 
•After  a  30-day  trial  with  INDERAL  LA,  physicians  reported  that  90% 
of  the  patients  would  remain  on  INDERAL  LA 

The  one  you  know  best 
keeps  looking  better 

Please  see  nexl  page  lor  bnet  summary  ol  prescribing  information 


The  one  you  know  best  keeps  looking  better 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR  ) 
INDERAL'  LA  brand  ol  propranolol  hydrocrilonde  (Long  Acting  Capsules) 

DESCRIPTION.  Inderal  LA  is  lormulaled  lo  provide  a  sustained  release  of  propranolol 
hydrochloride  Inderal  LA  is  available  as  80  mg  120  mg,  and  160  mg  capsules 
CLINICAL  PHARMACOLOGY.  INDERAL  is  a  nonseiecltve  bela-adrenergic  receplor  block- 
ing agem  posvi-  ■  ■;■  ■■  ■■  -lutonomic  nervous  syslemaclivily  II  specilicaliycompeleswilh 
Deta-adrenerq^.  ".■■  ■  i  '  i  ■  -luialmg  agenis  tor  available  receplor  siles  When  access  lo 
bela-receplor  ;,iici  i^  u...i..^fd  by  INDERAL,  ihe  chronolropic  inotropic,  and  vasodilator  re- 
sponses lo  bela  adrenergic  slimuiation  are  deceased  propotlionalely 

INDERAL  LA  Capsules  (80,  120,  and  160  mg)  release  propranolol  HCl  al  a  conlfolled  and 
pred'Clabie  'ate  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  ai  about  6  hours 
and  the  apparent  plasma  hall-iite  is  about  10  hours  When  measured  at  steady  state  over  a 
24-hour  period  \he  areas  under  the  ptopranotot  plasma  conceniration-iime  curve  (AUCs)  lor 
the  capsules  are  approximately  60%  to  65%  ol  the  AUCs  'or  a  comparable  divided  daily  dose 
ol  INDERAL  tablets  The  lower  AUCs  tor  the  capsules  are  due  to  greater  hepatic  melaboiism  of 
propranolol,  resuHing  Irom  the  slower  rate  of  absorption  ol  propranolol  Over  a  twenty-tour  (24) 
hour  period,  blood  levels  are  tairly  constani  lor  about  twelve  ( 12)  hours  then  decline  exponen- 
tially 

ir^DERAL  LA  should  nol  be  considered  a  simple  mg  lor  mg  substitute  lor  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  fhan)  ihose  ot  two  to  lour 
limes  daily  dosmg  wilh  ihe  same  dose  When  changing  to  INDERAL  LA  from  cpnveniional 
propranolol,  a  possible  need  tor  relitration  upwards  should  be  considered  especially  to  main- 
tain effectiveness  at  ihe  end  ol  the  dosmg  interval  In  most  clinical  settings,  however,  such  as 
hypertension  or  angina  where  there  is  tittle  correlation  between  plasma  levels  and  clinical 
eflecl,  INDERAL  LA  has  been  therapeutically  equivalent  ip  the  same  mg  dose  ol  conventional 
INDERAL  as  assessed  by  24-hour  eftects  on  blood  pressure  and  on  24-hour  exercise  re- 
sponses of  heart  rate,  syslolic  pressure  and  rate  pressure  product  INDERAL  LA  can  provide 
effective  beta  blockade  for  a  24-hour  penod 

The  mechanism  of  the  aniihyperlensive  effect  of  INDERAL  has  not  been  established  Among 
the  faclors  that  may  be  involved  in  conlnbulmg  io  the  antihypertensive  action  are  ( i )  decreased 
cardiac  output,  (2)  inhibition  ot  renin  release  by  the  kidneys,  and  {3}  diminution  ol  tome 
Sympathetic  nerve  outflow  from  vasomotor  centers  in  the  pram  Although  total  peripheral 
resistance  may  increase  initially  it  readjusts  loor  below  ihe  prelreatment  level  with  chronic  use 
Effects  on  plasma  volume  appear  to  be  minor  and  somewhat  variable  INDERAL  has  been 
shown  lo  cause  a  smalt  increase  in  serum  potassium  concentration  when  used  in  the  treatment 
of  hypertensive  patients 

In  angina  pectoris,  propranolol  generally  reduces  the  oxygen  requirement  of  the  heart  at  any 
given  level  ot  effort  by  blocking  the  calechoiamine-induced  increases  m  the  hea;t  rale,  systolic 
blood  pressure,  and  Ihe  velocity  and  extent  ot  rnyocardial  contraction  Propranolol  may  in- 
crease oxygen  requirements  by  increasing  lefl  ventricular  liber  length,  end  diastolic  pressure 
and  systolic  eieclion  period  The  net  physiologic  effect  of  beta-adrenergic  blockade  is  usually 
advantageous  and  is  manifested  dunng  exercise  by  delayed  onset  ot  pain  and  increased  work 
capacity 

In  dosages  greater  than  required  for  beta  blockade,  INDERAL  also  exerts  a  quinidme-iike  or 
aneslhelic-iike  membrane  action  which  affects  the  cardiac  action  potential  The  significance  of 
the  membrane  action  in  the  treatment  of  arrhythmias  is  uncertain 

The  mechanism  of  the  antimigraine  effect  of  propranolol  has  not  been  established  Beta- 
adrenergic  receptors  have  been  demonstrated  in  the  pial  vessels  of  the  brain 

Bela  receptor  blockade  can  be  useful  in 
conditions  in  which,  because  of  pathologic  or 
functional  changes,  sympathetic  activity  is  det- 
nmental  to  the  patient  But  there  are  aisp  situa- 
tions in  which  sympathetic  stimulation  is  vital 
For  example,  m  patients  with  severely  dam- 
aged hearts,  adequate  ventricular  function  is 
maintained  by  virtue  of  Sympathetic  drive 
which  should  be  preserved  In  the  presence  of 
AV  block,  greater  than  first  degree,  beta  block- 
ade may  prevent  the  necessary  facilitating  ef- 
fect of  Sympathetic  activity  on  conduction  Beta 
blockade  results  m  bronchial  constriction  by 
interfering  with  adrenergic  bronchodilalor  ac- 
tivily  which  should  be  preserved  in  patients 
subject  to  bronchospasm 

Propranolol  is  not  significanllv  dialyzable 
INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage- 
ment of  hypertension,  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a  thiazide  diurelic   INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emergencies 

Angina  Pectons  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  mdicaled  for  the 
long-lerm  management  of  patients  with  angina  pectoris 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache 
The  efficacy  of  propranoipi  m  the  treatmenl  of  a  migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  m  the  management  of  hyper- 
trpphic  subaortic  stenosis  especially  for  treatment  of  exertional  or  oiher  stress-induced 
angina,  palpitations,  and  syncope  INDERAL  LA  also  improves  exercise  performance  The 
effectiveness  of  propranolol  hydrochloride  m  this  disease  appears  to  be  due  to  a  reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  bela-receptor  stimulation 
Clinical  improvement  may  be  temporary 

CONTRAINDICATIONS.  INDERAL  is  contraindicaled  in  ))  cardiogenic  shock  2)  sinus 
bradycardia  and  greater  than  first  degree  block,  3)  bronchial  asthma,  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a  tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE  Sympathetic  stimulation  may  be  a  vital  component  sup- 
porting circulatory  function  in  patients, with  congestive  hearl  failure,  and  its  inhibition  by  beta 
blockade  may  precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in 
overt  congestive  heart  failure,  if  necessary  they  can  be  used  with  close  follow-up  in  patients 
with  a  history  of  laiiufe  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics 
Beta-adrenergic  blocking  agents  do  not  abolish  Ihe  inotropic  action  of  digitalis  on  hearl 
muscle 

IN  PATIENTS  WITHOUT  A  HISTORY  OF  HEART  FAILURE,  continued  use  Pt  beta  blockers 
can,  in  some  cases,  lead  to  cardiac  lailure  Therefore,  at  Ihe  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digiialized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually  if  possible) 
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to  maior  surgery  is  controversial  It  should  be  noted,  however,  thai  Ihe  impaired  ability  ol  the 
hearl  lo  respond  lo  reflex  adrenergic  stimuli  may  augment  the  risks  ol  general  anesthesia  and 
surgical  procedures 

INDERAL  (propranolol  HCl),  like  other  beta  blockers,  is  a  competitive  inhibitor  of  beta-recep- 
tor agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  e  g  dobutamme 
or  isoproterenol  However,  such  patients  may  be  subiect  lo  protracted  severe  hypotension 
Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appearance 
ol  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of  acute 
hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  if  may  be  more  difficult  lo 
adjust  the  dosaqe  of  msutin 

THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  lollpwed  by  an  exacerbation  of  symptoms 
pi  hyperthyroidism,  including  thyroid  storm  Propranolol  does  nol  distorl  thyroid  function  lesls 

IN  PATIENTS  WITH  WOlFF-PARKINSON-WHITE  SYNDROfWE,  several  cases  have  been 
reported  in  which,  after  propranolol,  Ihe  tachycardia  was  replaced  by  a  severe  bradycardia 
requiring  a  demand  pacemaker  In  one  case,  this  resulted  after  an  initial  dose  of  5  mq 
propranolol 

PRECAUTIONS.  General  Propranolol  should  be  used  with  caution  m  patients  with  impaired 
hepatic  or  renal  function  INDERAL  (propranolol  HCl)  is  not  indicated  lor  the  treatmenl  of 
hypertensive  emergencies 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Paiients  should 
be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  lest  Withdrawal  may  lead  to  a 
return  of  increased  intraocular  pressure 

Clinical  Laboratory  Tests  Elevated  blood  urea  levels  m  patients  with  severe  heart  disease 
elevated  serum  transaminase,  alkaline  phosphalase,  lactate  dehydrogenase 

DRUG  INTERACTIONS  Patients  receiving  catechoiamine-depieting  drugs  such  as  reser- 
pine  should  be  closely  observed  it  INDERAL  is  administered  The  added  catecholamine- 
blocking  action  may  produce  an  excessive  reduction  ol  resting  sympathetic  nervous  activity 
which  may  resul!  m  hypotension,  marked  bradycardia,  vertigo  syncopal  attacks  or  orthostatic 
hypotension 

Carc/nogenes/s,  /Wufagenes/s,  Impairment  ol  Fertility  Long-lerm  studies  in  animals  have 
been  conducted  to  evaluate  toxic  effecls  and  carcinogenic  potential  in  18-monlh  studies  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg,'day,  there  was  no  evidence  of  signifi- 
canl  drug-induced  toxicity  There  were  no  drug-related  lumongenic  etiects  at  any  of  the 
dosage  levels  Reproductive  studies  m  animals  did  not  show  any  impairment  of  fertility  that  was 
attributable  to  the  drug 

Pregnancy  Pregnancy  Category  C  INDERAL  has  been  shown  to  be  embryotoxic  in  animal 
studies  al  doses  about  10  limes  greater  ihan  the  maximum  recommended  human  dose 

There  are  no  adequate  and  well-controlied  studies  m  pregnant  women  INDERAL  should  be 
used  during  pregnancy  only  it  the  potential  benefit  justifies  Ihe  potential  nsk  to  the  fetus 

Nursing  Mothers  INDERAL  is  excreted  m  human  milk  Caution  should  be  exercised  when 
INDERAL  is  admmislered  to  a  nursing  woman 

Ped.  ,■■■     ■■  ■  '     -Vpiy  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  rarely 

require..!  ■'ii-  ■,:\\>"  ir,:iivai  of  therapy 

Cardiovascular  bradycardia,  congestive  heart  failure,  intensification  of  AV  block,  hypoten- 
sion  paresthesia  of  hands,  thrombocytopenic  purpura,  arlenal  insufficiency,  usually  ot  Ihe 
Raynaud  type 

Central  Nervous  System  lightheadedness, 
mental  depression  manifested  by  insomnia, 
lassiiude,  weakness,  fatigue,  reversible  mental 
depression  progressing  to  catatonia,  visual 
disturbances,  hallucinations,  an  acute  revers- 
ible syndrome  characterized  by  disorientation 
for  lime  and  place,  shorl-lerm  memory  toss, 
emotional  lability  slightly  clouded  sensonum. 
and  decreased  performance  on  neuropsycho- 
melrtcs 

Gastrointestinal   nausea,  vomiting,  epigas- 
tric distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis, 
ischemic  colitis 
Allergic  pharyngitis  and  agranulocytosis, 
erythematous  rash,  fever  combined  wilh  aching  and  sore  throat,  laryngospasm  and  respiraiofv 
distress 
Respiratory  bronchospasm 

Hematologic  agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura, 
Auto-Immune   In  extremely  rare  instances,  systemic  lupus  erythematosus  has  bf-n  re- 
ported 

Miscellaneous  alopecia,  LE-iike  reactions,  psoriasiform  rashes,  dry  eyes,  male  impotence 
and  Peyrpnie's  disease  have  been  reported  rarely  Oculomucoculaneous  reactions  involving 
the  skin,  serous  membranes  and  conjunctivae  reported  for  a  beta  blocker  (practolol)  have  not 
been  associated  with  propranolol 


3mg      120  mg      160  mg 


IN  PATIENTS  WITH  ANGINA  PECTORIS  there  have  been  reports  of  exacerbation  of 
angina  and,  in  some  cases,  myocardial  infarction  following  abrupt  discontinuance  of 
INDERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  is  planned  the  dosage 
should  be  gradually  reduced  over  al  least  a  few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physician's  advice  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advisable 
to  reinslitute  INDERAL  therapy  and  lake  other  measures  appropriate  for  the  management 
ol  unstable  angina  pectoris  Smce  coronary  artery  disease  may  be  unrecognized  it  may 
be  prudent  to  follow  the  above  advice  in  patients  considered  al  risk  of  having  occult 
atherosclerotic  head  disease  who  are  given  propranolol  for  other  indications 


Nonallergic  Bronchospasm  {e.g.,  chronic  bronchitis,  emphysema)  -  PATIENTS 
WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodilation 
produced  by  endogenous  and  exogenous  catecholamine  stimulation  ol  bela  receptors 

IVIAJOR  SURGERY  The  necessity  or  desirabiiiiy  of  withdrawal  of  beta-biockmg  therapy  prior 


DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
suslained-reip  I  ■  ■  '   ■  ii.lministralion  once  daily  If  patients  are  switched  from  INDERAL 

tablets  to  INDE  >-:'Ai  ,  "■  ,ii.  jies,  care  should  be  taken  lo  assure  that  the  desired  therapeutic 
effect  IS  maintained  INDERAL  LA  should  not  be  considered  a  simple  mg  tor  mg  substitute  for 
INDERAL  INDERAL  LA  has  different  kinelics  and  produces  lower  blood  levels  Retitration  may 
be  necessary  especially  to  maintain  effectiveness  at  Ihe  end  of  Ihe  24-hour  dosmg  interval 

HYPERTENSION  —  Dosage  must  be  individualized  The  usual  initial  dosage  is  80  mg 
INDERAL  LA  once  daily,  whether  used  alone  or  added  fo  a  diuretic  The  dosage  may  be 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood-pressure  control  is  achieved 
The  usual  maintenance  dosage  is  120  to  160  mg  once  daily  In  some  instances  a  dosage  0(640 
mg  may  be  required  The  time  needed  for  full  hypertensive  response  to  a  given  dosage  is 
variable  and  may  range  from  a  lew  days  tp  several  weeks 

ANGINA  PECTORIS  -  Dosage  must  be  individualized  Starting  with  80  mg  INDERAL  LA 
pnce  daily  dosage  should  be  gradually  increased  at  three  to  seven  day  intervals  until  optimum 
response  is  obtained  Although  individual  paiients  may  respond  at  any  dosage  level,  Ihe 
average  optimum  dosage  appears  to  be  160  mg  once  daily  In  angma  pectoris,  the  value  and 
safety  of  dpsage  exceeding  320  mg  per  day  have  not  been  established 

If  treatment  is  lo  be  discontinued,  reduce  dosage  gradually  over  a  period  of  a  lew  weeks  (see 
WARNINGS) 

MIGRAINE  — Dosage  must  be  individualized  The  initial  oral  dose  is  80  mg  INDERAL  LA 
once  daily  The  usual  effective  dose  range  is  160-240  mg  once  daily  The  dosage  may  be 
increased  gradually  to  achieve  optimum  migraine  prophylaxis  If  a  satisfactory  response  is  not 
obtained  wilhm  tour  lo  six  weeks  after  reaching  the  maximum  dose,  INDERAL  LA  therapy 
should  be  discontinued  It  may  be  advisable  to  withdraw  ihe  drug  gradually  over  a  period  of 
several  weeks 

HYPERTROPHIC  SUBAORTIC  STENOSIS-80-160  mg  INDERAL  LA  once  daily 

PEDIATRIC  DOSAGE  -  Al  this  lime  the  data  on  the  use  ol  the  drug  in  this  age  group  are  tpo 
limited  to  permit  adequate  directions  for  use 

'The  appearance  of  these  capsules  is  a  registered  trademark  of  Ayerst  Laboratories 
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Outpatient  Microsurgical 
lyflanagement  of  Ruptured  Lumbar 
Discs 

Larry  A.  Rogers,  M.D. 


Computed  tomography  and  microsurgical 

techniques  enable  safe  outpatient  treatment 

of  some  ruptured  lumbar  discs. 


The  reliability  of  computed  tomography  (CT)'^  and  micro- 
surgical techniques"  in  managing  patients  with  ruptured 
lumbar  discs  has  been  established.  By  combining  these  two 
methods  it  becomes  possible  to  diagnose  and  treat  these 
patients  safely  and  effectively  as  outpatients.  Potential  sav- 
ings in  hospital  costs  are  enormous. 

This  account  of  one  surgeon's  experience  with  32  patients 
scheduled  to  have  outpatient  operations  is  illustrative.  1  shall 
also  compare  the  results  achieved  in  68  patients  undergoing 
microdiscectomy  to  those  achieved  in  a  similar  group  treated 
by  laminectomy. 


Clinical  Material 

Only  patients  suspected  of  having  a  virgin  lumbar  disc  rup- 
ture not  responding  to  conservative  treatment  are  considered 
in  this  series.  Patients  with  recurrent  disc  ruptures  and  pa- 
tients in  whom  spondylosis  appeared  to  be  the  offending 
lesion  preoperatively  are  not  included. 

Between  May,  1982  and  December,  1985  all  patients 
treated  surgically  for  ruptured  lumbar  discs  underwent  mi- 
crodiscectomy. For  the  last  21  months  of  this  study  mi- 
crodiscectomy was  performed  on  an  outpatient  basis  in  32 
of  the  39  patients  treated  by  the  microsurgical  method.  Dur- 
ing this  period  all  patients  with  ruptured  lumbar  discs  were 
treated  with  microsurgical  operations,  and  no  attempt  was 
made  to  select  patients  for  outpatient  versus  inpatient  man- 
agement. Of  those  treated  as  inpatients  during  this  period, 
six  were  in  the  hospital  at  the  time  the  decision  to  have 
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surgery  was  made:  four  had  been  admitted  for  myelography 
since  outpatient  CT  scans  were  equivocal,  and  two  were 
seen  in  consultation  at  the  request  of  other  physicians.  An 
additional  patient  was  hospitalized  as  an  emergency  during 
this  period  for  control  of  severe  pain.  He  had  driven  80 
miles  for  outpatient  evaluation,  and  hospitalization  was  nec- 
essary to  relieve  his  suffering  while  surgery  was  being 
scheduled. 

Sixty-eight  similar  patients  underwent  "laminectomy" 
between  December  1978  and  May  1982.  In  each  case  an 
effort  was  made  to  remove  the  entire  intervertebral  disc 
through  a  generous  laminotomy,  followed  by  exposing  the 
nerve  root  well  laterally  through  a  wide  foramenotomy. 
Since  May,  1981  microdiscectomy  has  been  the  surgical 
procedure  of  our  preference  for  patients  suspected  of  having 
a  ruptured  lumbar  disc.  An  occasional  laminectomy  was 
performed  between  May  1981  and  May  1982  primarily  in 
obese  patients  and  in  those  with  less  than  compelling  find- 
ings. 

CT  scans  were  performed  in  most  cases  with  the  GE  9800 
high  resolution  scanner,  and  all  were  interpreted  by  an  ex- 
perienced neuroradiologist. 

Laboratory  tests,  chest  x-rays,  and  ECGs  were  obtained, 
when  appropriate,  on  outpatients  the  day  prior  to  surgery. 
All  microsurgical  operations  were  performed  under  general 
anesthesia  in  the  neurosurgical  operating  theater,  utilizing 
microsurgical  techniques  and  the  Zeiss  OpMi-1  microscope 
equipped  with  a  300  mm  lens  and  mounted  on  a  Contraves 
stand.  Exposures  were  achieved  uniformly  through  1-inch 
incisions,  and  only  rarely  was  it  necessary  to  remove  any 
bone  in  order  to  visualize  the  affected  nerve  root  and  disc. 
Only  the  offending  fragment  was  removed  in  the  first  33 
patients,  while  total  discectomy  was  carried  out  during  the 
last  35  microsurgical  procedures. 
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Results 

Table  1  compares  patients  undergoing  microdiscectomy  and 
laminectomy  with  respect  to  sex.  age.  mechanical  and  neu- 
rological findings,  incidence  of  workmen's  compensation 
and  liability  claims,  radiographic  means  of  diagnosis,  and 
surgical  pathology.  Generally  myelograms  were  performed 
on  patients  undergoing  microdiscectomy  only  when  the  CT 
findings  were  equivocal.  Myelography  was  the  primary 
means  of  diagnosis  among  the  laminectomy  patients  since 
lumbar  spine  CT  scanning  had  not  become  a  proven  tech- 
nique in  our  community  at  the  time  most  of  these  patients 
were  treated.  Whether  or  not  the  fragment  causing  nerve 
root  compression  had  escaped  the  confines  of  the  outermost 
layer  of  the  annulus  fibrosis  provides  the  distinction  between 
rupture  and  extruded  fragment,  an  extruded  fragment  being 
an  entirely  "free"  fragment. 

Microdiscectomy  patients  did  not  receive  morphine  or 
demerol  or  their  equivalents  in  the  postoperative  period,  and 
the  majority  took  only  aspirin  or  tylenol  after  the  first  two 
days.  Codeine  was  the  only  controlled  substance  employed. 
Corticosteroids  were  not  used,  either  topically  in  the  op- 
erating room  or  in  any  form  during  the  perioperative  period. 


Table  1 

Clinical  Characteristics  of  the  Surqicai  Grouos 

Microdiscectomy 
(68) 

Laminectomy 
(68) 

Average  age 

Sex: 
Men 
Women 

44.4  (27-78  yrs) 

38 
30 

44.4  (25-78  yrs) 

37 
31 

Straight  leg  sign 
present 

56 

65 

Neurologic  deficit: 
None 

Sensory  only 
Motor  only 
Motor-sensory 
Abnormal  reflex 
only 

21 

30 

2 

8 

7 

17 

33 

4 

9 

5 

Liability-Workman's 
Compensation 

14 

11 

CT  scan: 
#  Studies  done 
Disc  rupture 
Equivocal 
Spondylosis 

51 

43  (84%) 
6  (12%) 
2  (4%) 

4 

3  (75%) 
1  (25%) 
0 

Myelogram: 
#  Studies  done 
Disc  rupture 
Equivocal 

34 

32  (94%) 
2  (6%) 

67 

60  (90%) 
7(10%) 

Surgical  Findings: 
Extruded  fragment 
Rupture 

Bulging  disc  only 
Spondylosis  only 
Negative 

27 

33 

5 

2 

1 

24 

39 

3 

0 

2 

Table  2 

Effect  of  Surqerv  on 

Leq 

Pain 

Microdiscectomy  (68  patients) 

Week  #3 

Week  #6 

No  pain 

32 

51 

43    cc 

Occasional,  slight 

19 

13    ^^ 

Slight  pain 

4 

3 

Less  than  preop 

9 

1 

Same  as  preop 

3 

6 

Worse 

1 

2 

Laminectomy  (68  patients) 

No  pain 

44 

54 

48     ccj 

Occasional,  slight 

10 

10     ^« 

Slight  pain 

4 

4 

Less  than  preop 

7 

6 

Same  as  preop 

1 

0 

No  data 

2 

0 

Those  patients  treated  as  outpatients  were  generally  am- 
bulatory within  three  or  four  hours  of  surgery. 

Of  the  32  patients  whose  microdiscectomy  was  scheduled 
to  be  performed  on  an  outpatient  basis,  only  three  required 
overnight  hospitalization,  and  each  of  these  was  discharged 
the  following  morning.  One  experienced  more  back  and  leg 
pain  than  expected,  another  was  kept  at  bedrest  overnight 
because  of  a  dural  tear,  and  the  third  suffered  severe  nausea 
and  vomiting  following  anesthesia. 

Average  hospital  utilization  was  1.09  days  in  the  out- 
patient group,  compared  to  2.76  (range,  1-20)  days  of  post- 
operative care  in  the  microsurgical  group  overall.  Lami- 
nectomy patients  required  an  average  of  7. 19  (range,  3-15) 
days  of  postoperative  care  in  the  hospital. 

Table  2  summarizes  the  efficiency  of  surgery  in  relieving 
lower  extremity  pain  at  three  and  six  weeks.  Neither  op- 
eration appeared  to  be  superior  in  this  respect. 

Patients  were  encouraged  to  return  to  work  and  full  phys- 
ical activities  whenever  they  felt  able.  Table  3  indicates  the 
number  of  patients  working  three,  six,  and  ten  weeks  fol- 
lowing surgery.  Nearly  one-third  of  the  microsurgically 
treated  patients  had  returned  to  full  work  responsibilities 
within  three  weeks,  compared  to  only  three  of  those  treated 
by  laminectomy.  Even  at  six  weeks  the  number  of  patients 
working  in  the  microsurgical  group  was  nearly  twice  that 
in  the  laminectomy  group.  Only  after  ten  weeks  did  the 
number  of  patients  working  equalize  between  the  two  groups. 

The  primary  difference  in  postoperative  condition  of  pa- 
tients in  two  groups  was  the  amount  of  residual  back  dis- 
comfort and  fear  of  back  dysfunction.  Significant  back  pain 
was  unusual  following  microdiscectomy  and  decidedly  rare 


Table  3 

Number  of  Patients 

Workinq  Followinq  Surqerv 

Week  #3 

Weel<*6 

Week  # 10 

Microdiscectomy  (68) 
Laminectomy  (68) 

22 

3 

51 
27 

52 
51 
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48  hours  after  surgery.  Influenced  by  our  experience  in 
managing  laminectomy  patients  for  a  number  of  years,  we 
advised  patients  undergoing  microdiscectomy  early  in  the 
series  to  avoid  such  activities  as  jogging,  tennis,  and  golf 
for  three  months.  Recently,  however,  some  patients  have 
reported  successful  participation  in  such  activities  within  six 
weeks  of  surgery  without  untoward  effects. 

Fourteen  of  32  patients  (44%)  undergoing  microdiscec- 
tomy as  outpatients  had  returned  to  work  within  three  weeks, 
compared  to  eight  of  36  (22%)  treated  microsurgically  as 
inpatients.  Undoubtedly  the  strong  sense  of  well-being  en- 
gendered by  the  technique  was  a  major  factor  in  this  phe- 
nomenon. 

Of  the  33  patients  treated  by  removing  only  the  ruptured 
fragment,  seven  (21%)  developed  a  recurrence,  six  within 
a  year.  In  the  last  35  patients  treated  by  the  microsurgical 
method,  in  whom  as  much  of  the  intervertebral  disc  as 
possible  was  removed,  there  have  been  no  recurrences  to 
date.  There  was  only  a  single  recurrence  among  the  68 
patients  undergoing  standard  surgical  treatment  and  fol- 
lowed for  a  minimum  of  42  months. 

Four  patients  undergoing  microdiscectomy  experienced  a 
complication .  Two  developed  wound  infections .  One  patient 
developed  severe  recurrent  pain  the  day  following  surgery, 
and  a  CT  scan  subsequently  demonstrated  an  epidural  he- 
matoma at  the  operative  site  which  displaced  the  previously 
affected  nerve  root.  Her  pain  resolved  after  two  weeks  of 
conservative  treatment.  Another  developed  a  small  pseu- 
domeningocoele  several  days  foUowing  surgery  which  healed 
spontaneously  after  ten  days  of  bedrest.  Of  the  68  patients 
undergoing  standard  laminectomy  two  wound  infections  were 
the  only  complications  encountered. 

Discussion 

CT  scanning  methods  and  microsurgical  techniques  provide 
the  potential  for  avoiding  many  of  the  problems  long  at- 
tendant to  lumbar  spine  surgery  for  ruptured  discs:  back 
pain,  prolonged  hospitalization,  and  the  complications  of 
myelography.  For  the  past  several  years  we  generally  have 
relied  upon  computed  tomography  to  confirm  our  clinical 
diagnosis  of  lumbar  disc  rupture,  employing  myelography 
only  when  scans  were  equivocal. 

During  this  period  of  time,  microdiscectomy  has  been 
performed  almost  exclusively  once  a  diagnosis  of  primary 
disc  rupture  has  been  established,  but  only  upon  encoun- 
tering a  young  woman  three  years  ago  with  a  ruptured  disc 
and  no  hospitalization  insurance  did  we  consider  at- 
tempting this  operation  on  an  outpatient  basis.  Since  then 
we  have  treated  28  patients  without  overnight  hospitaliza- 
tion, generally  with  good  results,  and  with  no  notable  un- 
toward effects. 

If  computed  tomography  is  to  be  employed  as  the  primary 
means  of  radiographic  diagnosis,  the  importance  of  top- 
quality  studies  cannot  be  over-emphasized.  Examinations 


from  body  scanners  of  limited  resolution  interpreted  by  ra- 
diologists not  experienced  in  the  nuances  of  spine  diagnosis 
will  result  in  unnecessary  errors. 

Reducing  hospital  utilization  for  postoperative  care  from 
an  average  of  7. 19  days  for  patients  treated  by  laminectomy 
to  1.09  days  for  microsurgically  treated  patients  represents 
an  enormous  cost  savings.  When  this  savings  in  medical 
expense  is  coupled  with  the  average  patient's  reduced  period 
of  absence  from  the  work  force,  the  true  potential  economic 
benefit  of  microdiscectomy  is  clear. 

The  technique  of  microdiscectomy  will  likely  continue  to 
evolve.  Certainly  whether  a  surgeon  should  remove  the  en- 
tire disc  or  only  the  offending  fragment,  as  proposed  by 
Williams,'  remains  a  controversial  issue.  Based  on  the  high 
recurrence  rate  we  experienced  in  our  first  33  patients,  in 
whom  only  the  offending  fragment  was  removed,  we  are 
convinced  that  the  entire  disc  should  be  excised  in  every 
patient.  Although  additional  follow-up  will  be  necessary  for 
confirmation,  it  seems  reasonable  to  expect  no  greater  re- 
currence rate  among  microsurgically  treated  patients  than 
among  those  treated  by  more  conventional  techniques. 


Conclusions 

1.  Microdiscectomy  requires  neither  strong  narcotics, 
corticosteroids,  nor  extensive  bed  rest  during  the  postop- 
erative period  and  is  as  effective  as  standard  laminotomy, 
foramenotomy,  and  discectomy  in  relieving  leg  pain. 

2.  Patients  undergoing  microdiscectomy  are  more  likely 
to  return  to  work  within  three  weeks  of  surgery  than  patients 
managed  by  laminectomy. 

3.  Microdiscectomy  can  be  performed  safely  and  effec- 
tively in  an  outpatient  setting  and  is  therefore  a  very  cost- 
effective  operation. 

4.  Removal  of  the  entire  disc  appears  to  be  preferable  to 
the  technique  of  removing  only  the  ruptured  fragment.  ■ 


Acicnowiedgment 

I  would  like  to  thank  my  colleagues,  Drs.  Jerry  Petty,  Bob 
Brawley,  Jerry  Greenhoot,  Scott  McLanahan  and  Craig  Van 
Der  Veer  for  their  encouragement  during  this  project,  Mrs. 
Ruth  Rankin  for  her  technical  assistance  in  the  operating 
room,  and  Ms.  Trudie  Rodgers  for  her  assistance  in  pre- 
paring the  manuscript. 


References 

1  Carrera  GF,  Williams  AL,  Haughton  VM.  Computed  tomog- 
raphy in  sciatica.  Radiology  1980:137:433-7. 

2  Glenn  WV,  Jr..  Rhodes  ML,  Altshuler  EM,  Wiltse  LL.  Kos- 
tanek  C,  Kuo  YM.  Multiplanar  display  computerized  body  tom- 
ography application  in  the  lumbar  spine.  Spine  1979:4:282-352. 


NCMJ  /  March  1987,  Volume  48,  Number  3     119 


3  Moufarrij  NA.  Hardy  RW.  Weinstein  MA;  Computed  tomo- 
graphic, myelographic,  and  operative  findings  in  patients  with 
suspected  herniated  lumbar  discs.  Neurosurg  1983;12:184-8. 

4  Williams  AL,  Haoughton  VM.  Syversten  A.  Computed  tomog- 
raphy in  the  diagnosis  of  herniated  nucleus  pulposis.  Radiology 
1980;135:95-9. 


5  Williams  RW.  Microlumbar  discectomy:  a  conservative  surgical 
approach  to  the  virgin  herniated  lumbar  disc.  Spine  1978;3;175- 
82. 

6  Wilson  DH,  Harbaugh  R.  Microsurgical  and  standard  removal 
of  the  protruded  lumbar  disc;  a  comparative  study.  Neurosurg 
1981;8;422-7. 


The  Generator  That  Makes  Other  Generators  Obsolete! 

The  New  Bennett  80  Programmable 

>1UrO-TECH 

Advanced  techm  iK )g\'  ha.s  enabled  B  <&  B  X  Raw 
Inc.  to  offer  you  the  Bennett  80  Programmable 
Auto-Tech,  a  generator  that  offers  you  accuracy. 
conivHioice,  and  cfficwucy.  With  Auto  Tech  you 
never  have  to  mea.sure  anatomical  part.s  or  equate 
factors  from  technique  chart.s.  The  Bennett  Auto- 
Tech  ha.s  80  pre  programmed  technique  selec 
til  )n,s  for  which  anatc  )mical  pan.s  are  automatically 
mea.sured  by  .sonar  and  converted  into  optimum 
kVp  and  mAs  u.sing  the  .shone.st  expo.sure  time 
and  highest  tiiA  possible.  This  technique  saves 
you  time  and  money  by  producing  consistently  ^^___^___^____^_^______^^ 

optimum  quality  radiographs  and  eliminating  co.stly  re|X'ated  expiisures.  In  fact,  we're  ,so  confident  in  the 
performance  o\  the  Auto  Tech  that  it  has  a  seivit  year  ivaminn'' 

And,  as  with  all  Bennett  equipment,  it  is  built  with  a  modular  concept  in  mind.  It  allows  you  to  design  a 
radiographic  .system  for  your  present  and  aittire  needs  by  selecting  the  basic  system  and  adding  optional 
accessories.  Also,  the  Auto-Tech  can  be  reprogrammed  to  suit  your  film/ screen  combinations  and  \'our  specific 
needs.  Now  you  know  why  the  New  HO  Programmable  Auto-Tech  is  making  other  generators  obsolete. 

w/orking  for  the  end  result— optimum  quality  radiographs 
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120     NCMJ  /  March  1987.  Volume  48.  Number  3 


Mean, 

Powerful  against  susceptible  pathogens*  ^ 

lean& 


Easy  on  tight  budgets. 


clean. 


Gentle  to  patients  (generally  well  tolerated).  Il' 

lift 


The  one  antimicrobial  that 
belongs  on  even/  formulary. 


Once-a-day 

IV- IM 

ceftriaxone  sodium/Roche 

*  ROCEPHIN  is  indicated  in  the  following  infections:  bacterial  septicemia,  bone  and  joint  intra-abdominal 
lower  respiratory  tract,  skin  and  skin  structure,  urinary  tract,  bacterial  meningitis  and  gonorrhea  Please 
see  summary  of  product  information  on  adjacent  page  for  indicated  susceptible  organisms. 

Copvnghl  ©  1987  by  Hoftmann-La  Roche  Inc.  All  rights  reserved 

riease  see  adjaceni  page  for  summary  ot  product  mformalion 


\J\  luu-d-udy 

Rocephin 


Rocephin  IV  iM 

ceftriaxone  sodium/Roche 

Before  prescribing,  please  consult  complete  product  inlormalion.  a  summary  ol  whicFi  IoIIoms 

WCROBiOLOGy  The  bacieficiOai  aclivUy  of  ce'lnaione  resuils  Irom  inhibitron  ol  cell  wall  synihesis 

CcltnaTOfie  has  a  high  degree  ol  slaNHy  in  ihe  presence  ol  beta  lactamases  Doth  Demciiimases  and 

cephalospoiinases.  ot  gram  negative  and  gram  positive  bacteria  Celtraxone  is  usuali/  active  against  the 

following  microorganisms  m  v<ifo  arvd  m  clinical  mleciions  isee  InOicaiions  and  Usage) 

QRAM-N£GATIVE  AEROBES   fnlerobacier  aerogenes,  Enletobac'er  cloacae.  Eschenchia  cok  Hae 

mophiliis  mliuenzae  (including  ampcillin  resistant  strains],  H  parainlluenzae.  Klebsiella  species  (mclud 

ing  K  pneumon'ae).  Ne-ssena  gonormoese  (including  penicillinase  and  n  on  penicillinase  producing 

sCains).  Neisseria  meningiMs.  Proteus  m/rafii/is,  Proteus  vulgaris,  Moiganella  morgana  aixJ  SerraUa 

mafcescens 

rwte  l^any  strains  ol  ihe  above  organisms  Ihal  are  muHiplv  resistanl  to  other  aniibioiics,  eg.,  penicillins. 

cephalosporins  and  ammoglycosiOes.  are  susceptible  to  ceftriaxone  sodium 

Cellriaxone  is  also  active  against  many  strains  ol  Pseudomonas  aeruginosa 

GRAM  POSITIVE  AEROBES   Slaphylococcus  aureus  (including  penicillinase  producing  strains)  and 

Staphylococcus  eoiaermia<s  (Note  meth^illm  resisiani  slaphylococci  are  resislani  lo  cephalosponns, 

.ncluding  ceflnanone).  Sf/EoWcoccDS  pyogenes  (Group  A  bel a- hemolytic  streptococci).  S/rep/ococcus 

agalacnae  (Group  B  sireplococci)  and  Sfreplococcus  pneumorwae  (Note  Mos'  strains  o!  enlerococci. 

S/replococcus  laecal'S  and  Group  D  streptococci  are  resistant ) 

Ceflriajione  also  demonsirales  m  \ntro  aciiuiiv  against  the  lollowmg  microorganisms,  although  the  clmcal 

stgnificance  is  unknown 

CRAM-NEGATIVE  AEROBES  Olrobacler  Ireundii.  Olrobacier  d'versus.  ProvHiencia  species  {including 

Providerica  ret/gen).  Salmonella  species  {including  S  typhi).  Shigella  species  and  Aanetobacie' 

caKoaceiKus 

ANAEROBES  Bacieroides  species,  C'OsfriOium  species  (Note  most  strains  ol  C  cJilliCile  are  resistant) 

SUSCEPTIBILITY  TESTING   Siandard  susceptibility  dish  method   Ouanliiative  methods  that  require 

measurement  ol  zone  diameters  give  the  most  precise  estimate  ol  antibiotic  suscepiibiiity  One  such 

procedure  (Bauer  AW  Kirby  WMM,  Sherns  JC.  Turch  M  Antibiotic  Susceptibility  Testing  by  a  Standardized 

Single  Dist.  Method.  Am  J  Chn  Pathol  45  d93  496, 1966.  Standardized  Disk  SusceplibiMy  Test  Federal 

Register  39  19182  t9'64,  1974.  National  Committee  lor  Clinical  Laboraton^  Standards,  Approved  Stan 

dard  ASIvt  2.  Perloimance  Slandarfls  tor  Antimicrobial  Oish  Susceplibiiily  Tests.  July  1975 )  has  been 

recommended  lor  use  wilh  disks  lo  lest  susceptibility  lo  cettnaxone 

Laboratory  results  of  Ifie  standardized  smgle-disk  susceptibility  test  usmg  a  30  meg  ceftriaxone  dish 

should  be  inierpreted  according  to  the  following  three  criteria 

1  Susceptible  organisms  produce  zones  ot  18  mm  or  grealer,  indicating  that  the  tested  organism  is  likely 
lo  respond  to  therapy 

2  Organisms  that  produce  zones  ol  14  to  17  mm  are  expected  lo  be  susceptible  if  a  high  dosage  (not  lo 
exceed  4  gm  per  day)  is  used  or  it  Itie  infecnon  >s  condned  to  tissues  and  fluids  (eg ,  unne).  m  which 
high  antibiotic  levels  are  attained 

3  Resistant  organisms  produce  zones  ol  13  mm  or  less,  indicating  that  other  therapy  should  be  selected 
Organisms  should  6e  tested  wth  the  cetinaxone  disk,  since  ceftraxone  has  been  shown  by  in  vitro  tests 
to  be  active  agamst  certain  strains  found  resistant  lo  cephalosporin  class  disks 

Organisms  having  zones  ol  less  than  16  mm  around  Ihe  cephalolhm  disk  are  not  necessarily  o' 

inlermediale  susceptibility  or  resistant  to  ceftriaxone 

Standardized  procedures  requifeuse  of  control  organisms  The  30  meg  ceftriaxone  disk  should  give  zone 

diameters  between  29  and  35  mm,  22  and  2B  mm  and  1 7  and  23  mm  lor  the  reference  strains  E  coli  ATCC 

25922  S  aureus  ATCC  25923  and  P  aerugirmsa  ATCC  27653.  respectively 

DILUTlONTECHNIQUES  Based  on  the  pharmacokinetic  profile  of  ceftriaxone,  a  bacterial  isolate  may  be 

considered  susceptible  it  the  t^tC  value  tor  cellnaxone  is  not  more  than  16  mcg/mi  Organisms  are 

considered  resistant  lo  cetinaxone  if  me  MIC  is  equal  lo  or  greater  ihan  64  mcg/ml  Organisms  having  an 

N^IC  value  ol  less  Ihan  64  mcg/ml.  but  grealer  than  16  mcg/mi.  are  expected  lo  De  susceptible  il  a  high 

dosage  (not  to  exceed  4  gm  per  day)  is  used  or  if  the  infection  is  conlmeo  lo  tissues  and  fluids  le  g.  urine) 

in  which  high  antibiotic  levels  are  attained 

E  coll  ATCC  25922  S  aureus  ATCC  25923  and  P  aeruginosa  ATCC  27853  are  also  the  recommended 

"''•'" ■"""     '  '    onifoiiing  cetinaxone  dilution  tests  Grealer  than  95%  ol  MICs  tor  the  E  co/i  strain 

^''       ■  '  !■  --.   ■  '  -ingeol  0016  lo  0  5  mcg/ml  The  range  tor  Ihe  S  aureus  strain  should  be  i  lo  2 

"^1''  '   "^e'uginosa  strain  the  range  should  be  B  to  64  mcg/ml 

INDICATIONS  AND  USAGE:  Rocephin  is  indicated  for  the  Ireaimeni  of  the  following  infeciions  when 

caused  by  susceptible  organisms 

LDWER  RESPIRATORY   TRACT  INFECTIONS  caused  by  Strep  oneumomae.  Streptococcus  species 

(excluding  enlerococci).  Staph  aureus.  H  mlluemae.  H  paramlluemae  Klebsiella  species  (including  K 

pneumoniae).  £  coii.  E  aerogenes.  Proteus  rmrabilis  and  Seoalia  marcescens 

SKIN  AND  SKIN  STRUCTURE  INFECTIONS  caused  by  Staph  aureus.  Staph  epidermidis.  Streptococcus 

species  (e»cluding  enlerococci).  E  cloacae.  Klebsiella  species  (including  K  pneumoniae).  Proteus 

mirabiiis  and  Pseudomonas  aeruginosa 

URINARY  TRACT  INFECTIONS  Icomplicaied  and  uncomplicated)  caused  by  E  coli,  Proteus  mirabiliS. 

Proteus  vulgaris.  M  morgami  and  Klebsiella  species  (including  K  pneumomael 

UNCOMPLICATED  GONORRHEA  (cervical /urethral  ana  rectal)  caused  by  Neisseria  gonorrftoeae; 

including  both  penicillinase  and  nonpenicilimase  producing  strains 

PftWC  INFLAMMATORY  DISEASE  caused  by  N  gonorrhoeae 

BACTERIAL  SEPTICEMIA  caused  by  Stapft  aureus.  Sfrep  pneumoniae  £  co'i,  H  mlluenzae  and  K 

pneumoniae 

BONE  AND  JOINT  INFECTIONS  caused  by  Staph  aureus.  Strep  pneumoniae  Streptococcus  species 

{excluding  enterococci).  f  co'r  P  mrabihs.  K  pneumoniae  and  f  nierobacfe'  species 

INTRA  ABDOMINAL  INFECTIONS  caused  by  E  coli  and  K  pneumoniae 

MENINGITIS  caused  by  H  miluenzae.  N  meningitidis  and  Strep  pneumoniae  Ceftriaxone  tias  also  been 

used  successfully  in  a  limited  numbei  of  cases  of  meningitis  arid  shunt  infections  caused  by  Staph 

epidermidis  and  f  co'' 

PROPHYLAXIS  The  ad  m  mi  strati  on  of  a  single  dose  ot  ceftriaxone  preopera  lively  may  reduce  the  inci 

dence  of  posloperaiiv«  infections  in  pal«n|s  undergoing  coronary  artery  bypass  surgery 

Although  ceftriaxone  has  been  shown  lo  have  been  as  effective  as  cetazolm  m  the  prevention  ot  mfeciion 

following  coronarv  afle'y  bypass  surgery,  no  placebo -com  rolled  trials  have  been  conducted  lo  evaluate 

any  cephalosporin  antibiotic  m  Ihe  prevention  ol  infection  following  coronary  artery  bypass  surgen,- 

SUSCEPTIBILITY  TESTING  Before  instituting  Irealmeni  with  Rocephin,  appropriate  specimens  shouW 

be  obtained  for  isoiatfon  ol  the  causative  organism  and  for  determination  ol  tis  susceplibiMy  lo  the  drug 

Therapy  may  be  mslilufed  prior  to  obtaining  resulls  ol  susceptibility  lesting 

CONTRAINOICMIOI(S:  Rocephin  is  conlramdicaleo  m  patients  with  known  allergy  lo  the  cephalosporin 

class  ol  antibiotics 

WARNINGS-  BEFORE  THERAP*  WITH  ROCEPHIN  IS  INSTITUTED  CAREFUL  INQUIRY  SHOULD  BE 

MADE  TD  DETERMINE  WHETHER  ThE.PATiENT  HAS  HAD  PREVIOUS  HYPERSENSlTlVirc  REAC 

TIONS  TO  CEPHALOSPORINS.  PENICILLINS  OR  OTHER  DRUGS  THIS  PHOOua  SHOULD  BE  GIVEN 

CAUTIOUSLY  TD  PENICILLIN  SENSITIVE  PATIENTS  ANTIBIOTICS  SHOULD  BE  ADf^lNISTEREO  WITH 

CAUTION  TD  ANY  PATIENT  WHO  HAS  DEMONSTRATED  SOME  FORM  OF  ALLERGY  RURTICULARLY 

TD  DRUGS  SERIOUSACUTE  HYPERSENSITIVITY  REACTIONS  MAY  REQUIRE  THE  USE  OF  SUBCUTA 

NEOUSERNEPhRINE  AND  OTHER  EMERGENCY  MEASURES 

Pseudomembranous  c&itis  has  been  reported  with  Ihe  use  ol  cephalosporins  (and  other  broad  spec 

Ifum  aniibiotics).  therelore.  it  is  important  to  consider  its  diagnosis  m  paienis  who  develop  diarrhea  m 

association  with  antibiotic  use 


ROCEPHIN^  (cellriaione  sodlum/Roctie) 

Treatment  with  broad  spectrum  antibiolics  allers  the  normal  Mora  ol  the  colon  and  may  permit  overgrowth 

ol  Clostridia  Sludies  indicate  a  toxin  produced  by  Clostridium  diHicile  is  one  primary  cause  ot  anlibioiic 

associated  colitis  Choleslyramme  and  colestipol  resms  ha^  been  shown  to  bir>d  to  the  toxin  m  vitro 

Mild  cases  ol  colitis  respond  lo  drug  discontinuance  alone  Moderate  to  severe  cases  should  be  mar> 

aged  with  fluid,  electrolyte  and  protein  supplementation  as  md-cated 

When  the  colitis  15  not  relieved  by  drug  discontinuance  or  when  it  is  severe  orat  vancomycin  is  Ihe 

i'i?dinieni  ot  Choice  lor  aniibiodc  associated  pseudomembranous  colitis  produced  by  C  ditlicile  Other 

I.  dij5es  ol  colitis  should  also  be  considered 

PRECAUTIONS:  GENERAL    Although  Iranseni  elevations  ol  BUN  and  serum  cealinme  have  been 

obsen,«d  at  Ihe  recommended  dosages,  the  nephrotoxic  potenlial  ot  Rocephin  is  similar  lo  that  ol  other 

cephalosporins 

Ceftriaxone  is  excreted  via  both  biliary  and  renal  excretion  (see  Clmicat  Pharmacology)  Therelore  patients 

with  renal  failure  normally  require  no  adjuslmenl  m  dosage  when  usual  doses  ol  Rocephin  a/e 

administered,  but  concentrations  ot  drug  in  the  serum  should  t>e  monitored  periodically  II  evidence  ol 

accumulalion  exists,  dosage  shoukj  be  decreased  accordingly 

Dosage  ad|uslmenls  should  not  be  necessary  m  patients  with  hepatic  dysfunction,  however,  m  pal  tents 

with  both  hepalic  dysfunction  and  sigmlicant  renal  disease,  Rocephin  dosage  should  not  exceed  2  gm 

daily  wilhout  close  monitoring  of  serum  concentrations 

Alterations  in  prothrombin  times  have  occurred  rarely  in  palienis  Ireated  with  Rocephin  Palienis  with 

impaired  vitamin  k  synthesis  or  low  vitamin  k  stores  (eg.  chrome  hepatic  disease  and  mainulnlion)  may 

require  monitoring  ot  prothrombin  lime  during  Rocephin  irealmeni    Vitamin  K  administration  (tO  mg 

weekly)  may  tie  necessary  it  Ihe  prothrombin  time  is  prolonged  before  or  during  therapy 

Prolonged  use  of  Rocephin  may  result  m  overgrowth  o'  nonsusceplible  organisms  Carelul  Observation  ol 

Ihe  patent  is  essential  II  superinfection  occurs  during  therapy,  appropnale  measures  should  be  laken 

Rocephin  should  be  prescribed  wilh  caution  in  individuals  with  a  history  ol  gastroin  test  mat  disease. 

especially  cohiis 

CAflCWOGfWSrS.  MUTAGENESIS  IMPAIRMENT  OF  FERTILITY  Carcinogenesis   Considering  the 

maximum  duration  of  Irealmeni  and  the  class  ol  the  compound  carcinogenicity  studies  wilh  cellriaxone 

in  animals  have  not  been  perlormed  Tt%e  mammum  duration  ol  animal  loxciiy  sludies  was  si«  months 

Mutagenesis   Genetic  toxicology  tests  included  the  Ames  lest,  a  micranucleus  tesi  and  a  test  for 

chromosomal  alserralions  in  human  lymphocytes  cuMured  m  vitro  v^th  celinanone  Ceftriaxone  showed 

no  potential  lor  mutagenic  achvity  in  these  studies 

Impairment  ot  Fertility  Celtrtaxone  produced  no  impairment  ol  tertiiily  wtien  given  intravenously  lorais  at 

daily  doses  up  to  586  n^/kg/day  approximaiely  20  times  Ihe  recommended  clinical  dose  ol  2  gm/day 

PREGNANCY  Teratogens  EHecls  Pregnancy  Category  B  Reproductive  studies  have  been  perlormed  m 

mice  and  rats  at  doses  up  to  20  limes  the  usual  human  dose  and  have  no  evidence  of  embryotoxicity, 

telotoxicily  or  leralogemcity  In  pnmaies.  no  embryoloxicity  or  leralogemcity  was  demonstrated  at  a  dose 

approximately  three  limes  Ihe  human  dose 

There  are,  however,  no  adequate  and  well  controlled  studies  m  pregnant  women  Because  animal 

reproductive  sludies  are  not  always  predictive  of  human  response  this  drug  should  be  used  during 

pregnancy  only  it  clearly  needed 

Non teratogenic  Elfects  in  rats,  in  the  Segmeni  I  (lertiiity  and  general  reproduction)  and  Segment  ill 

(perinatal  and  poslnaial)  studies  with  intravenously  administered  cetinaxone,  no  adverse  eHecls  were 

noted  on  various  reproductive  parameters  during  geslation  and  laciation,  including  postnatal  growth, 

functional  behavior  and  reproductive  ability  ol  Ihe  oUspnng,  al  doses  of  586  mg/kg/day  or  less 

NURSING  MOTHERS  Low  concern  rat  ions  ol  cellnaxone  are  excreted  m  human  milk  Caution  should  be 

C'fi  .  -■;,■,■■.      P.     '  uhin  IS  administered  lo  a  nursing  woman 

Pt'  -ii"'i  Jnd  elfecliveness  oi  Rocephin  in  neonates  infants  and  chikJren  have  been 

•='■-''  'I     '.igesdescnbedinlheDosageandAdminislrationsection 

ADVERSE  REACTIONS  flocephm  is  generally  well  loleraied  In  clinical  mals.  Ihe  following  adverse  reac 

tions,  which  were  considered  to  be  related  to  Rocephin  therapy  or  of  uncertain  etiology,  were  observed 

LOCAL  REACTIONS  -pain,  induration  oi  tenderness  al  the  sile  of  injeclion  (1%)  Less  frequently  reported 

(less  than  t%)  was  phlebitis  after  1 V  administration 

HyPfftSENS/nwrr-rash  (t  ?%)  Less  frequenlly  reported  (less  than  i%)  were  piunlus.  fever  or  chills 

HfMArOi.CXj/C-eosinophilia  (6%),  Ihrombocylosis  (5i%)  and  leukopenia  (2i%)   Less  Ireqoenlly 

reported  (less  Ihan  ^%j  were  anemia,  neutropenia  lymphopenia,  thrombocytopenia  and  prolongation  ol 

Ihe  prolhrombm  iimg 

GASTROIN  TESTINAL  -diarrhea  (2  7%)  Less  Hequently  reported  (less  Ihan  1%)  were  nausea  or  vomiling, 

and  dysgeusia 

HEP/irrC-elevations  ol  SGOT  (31%)  or  SGPT  (3  3%)  Less  frequenlly  reported  (less  than  t%)  were 

elevations  ot  alkaline  phosphatase  and  bilirubin 

fiEWAL -elevations  of  the  BUN  (12%)  Less  trequently  reported  {less  Ihan  1%)  were  elevations  ol 

creatinine  and  the  presence  ol  casts  in  Ihe  unne 

CENTRAL  NERVOUS  SYSTEM  -headache  or  dizziness  were  reported  occasionaliy  (less  than  1%) 

GENITOURINARY  -moniliasis  or  vaginitis  were  reported  occasionally  (less  than  1%) 

iM'SCf  LLAA/EOL/S  -diaphoresis  and  Hushing  were  reported  occasionally  (less  Ihan  1%) 

Other  rarely  observed  adverse  reactions  (less  than  01%)  include  leukocytosis,  lymphocylosis,  mono 

cylosis,  basophilia  a  decrease  m  ihe  prothrombin  time  laundice  glycosuria,  hematuria,  bronchospasm, 

serum  sicknes'    si  ii:,'.-  .1  [.i.    ..riiitis.  liatuience  dyspepsia,  palpitations  and  episi  ax  15 

DOSAGE  AND  ADMINISTHATION  Hcicephm  may  be  administered  intravenously  or  intramuscularly  The 

usualaduiiOd  ,        r        ■       ,     .jivenonceaday(orinequallydivideddosestwiceaday)dependingon 

the  type  and  ijij.i:'  i,  jI  (Nc    .(u.iiun  The  inial  daily  dose  should  not  exceed  4  grams 

For  the  Irealmeni  ol  serious  miscellaneous  mlections  m  childien,  other  than  menmgiiis  the  lecom 

mended  total  daily  dose  is  60  lo  75  mg/kg  (not  to  exceed  2  grams)  given  in  divided  doses  every  12  hours 

Generally  Rocephin  therapy  should  tie  continued  for  at  least  Iwo  days  after  the  signs  and  symptoms  ol 

inleclion  have  disappeared  The  usual  duration  is  4  lo  14  days  in  complicated  infections  longer  therapy 

may  be  required 

In  the  Irealmeni  ol  menmgiiis,  a  daily  dose  ol  100  mg/kg  (not  lo  enceed  4  grams),  given  m  divided  doses 

every  12  hours,  should  be  administered  with  or  wilhoul  a  loading  dose  of  75  mg/kg 

For  the  treatment  ol  uncomplicated  gonococcal  infections,  a  single  mlramuscular  dose  ol  250  mg  is 

recommended 

For  preoperative  use  (surgical  prophylaxis),  a  single  dose  of  I  gm  administered  '^  lo  2  hours  before 

surgery  is  recommended 

When  treating  infections  caused  by  Sireptococajs  pyogenes,  therapy  should  be  comiriued  lor  at  least 

ten  days 

No  dosage  adjuslmeni  is  necessary  lor  palienis  with  impairment  ol  renal  or  hepatic  luncnon,  however. 

bloodlevelsshould  tie  monitored  in  palienis  with  seveie  renal  impairment  (eg,  dialysis  patients)  and  in 

patients  with  both  renal  and  hepalic  dysfunctions 

HOW  SUPPLIED,  Rocephin  (ceHnaxone  sodium/ftoche)  is  supplied  as  a  sienle  crystalline  powder  in  glass 

vials  and  piggyback  bollles  The  lollowirig  packages  are  available 

Vials  containing  250  mg  equivalent  ol  cetinaxone  Boxes  ol  tO{NDC0004  196201) 
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Now  America's 

oldest  professional 

liability  insurer 

has  come  to 
North  Carolina. 


The  newest  professional  liability 
insurer  in  North  Carolina  is  the 
oldest  in  the  nation.  The  Medical 
Protective  Company  pioneered 
the  concept  of  professional  pro- 
tection before  the  turn  of  the 
century  and  has  been  serving 
doctors  exclusively  ever  since. 
Through  good  times  and  bad. 

With  the  current  liability  crisis 
escalating,  you  need  to  take  a 
close  look  at  your  coverage  and 
the  company  that  stands  behind 
it.  Then  take  a  close  look  at  us. 
You'll  see  we  carry  the  highest 


rating  from  A.M.  Best,  the  firm 
that  tracks  the  financial  stability 
of  insurance  companies  nation- 
wide. Beyond  that,  you'll  find 
complete  protection  at  premium 
rates  that  are  likely  lower  than 
you're  currently  paying.  Plus 
the  personal  attention  and 
claims  prevention  assistance 
you  deserve. 

Contact  Stu  Mitchelson  today  at 
704/541-8020.  He's  the  oldest 
company's  representative  in  its 
newest  state.  And  he's  here  to 
serve  you. 
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future  is  financially  strong  For  example: 
— Tax  shelters,  to  keep  more  of  your 
money  working  for  you; 
— Annuities,  to  make  money  available  at 
retirement  or  whenever  you  need  it; 
—Insurance,  to  protect  your  family,  your 
business  and  your  income 

Our  specialists  will  help  you  iden- 
tify your  needs  and  develop  a  program 
that's  right  for  you. 
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Call  or  write  us  for  details. 
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In  mild  to  moderate  hypertension        ^™'  summary 
THE  FIRST  ONCE  DAILY 
CALCIUM  CHANNEL  BLOCKER 

ISOPTINSR 

(verapamil  HCI/Knoll) 

240  mg  scored,  sustained-release  tablets 

CONTKAINDICATIONS:  1)  Severe  lell  ventricular  dysfunclion  (see  WARNINGS).  2)  Hypotensmn 
(less  Ihan  90  mmHg  systolic  pressure)  or  cartliogemc  shock,  3)  Sick  sinus  syndrome  or  2nd  or 
3rd  degree  AV  block  (except  in  patients  with  a  functioning  arliticial  ventricular  pacemaker) 

WARNINGS:  Heart  Failure:  ISOPTIN  should  be  avoided  tn  patients  with  severe  left  ventricular 
dysfunction  (see  DRUG  INTERACTIONS)  Patients  with  milder  ventricular  dysfunction  should  if 
possible,  be  controlled  before  verapamil  treatment  Hypotension  ISOPTIN  (verapamil  HCI)  may 
produce  occasional  symptomatic  hypotension  Elevated  Liver  Enzymes  Elevations  of  trans- 
aminases with  and  without  concomitant  elevations  in  alkaline  phosphalase  and  bilirubin  have 
been  reported  Periodic  monitoring  of  liver  function  in  patients  receiving  verapamil  is  therefore 
prudent  Accessory  Bypass  Tract  (Wolff-Parkinson-Whife)  Patients  with  paroxysmal  and/or 
chronic  atrial  flutter  or  atrial  fibrillalion  and  a  coexisting  accessory  AV  pathway  have  developed 
increased  antegrade  conduction  across  the  accessory  pathway  producing  a  very  rapid 
ventricular  response  or  ventricular  fibrillation  after  receiving  intravenous  verapamil  While  this 
has  not  been  reported  with  oral  verapamil,  it  should  be  considered  a  potential  risk  Treatment  is 
usually  D  C  -cardioversion  Atrioventricular  Block  The  effect  of  verapamil  on  AV  conduction  and 
the  SA  node  may  cause  asymptomatic  1st  degree  AV  block  and  transient  bradycardia  Higher 
degrees  of  AV  block,  while  infreguent  (0  8%),  may  reguire  a  reduction  in  dosage  or  m  rare 
instances,  discontinuation  of  verapamil  HCI  Patients  with  Hypertrophic  Cardiomyopathy 
(IHSS)  Although  verapamil  has  been  used  m  the  therapy  of  patients  with  IHSS,  severe 
cardiovascular  decompensation  and  death  have  been  noted  in  this  patient  population 

raECAUnONS:  Impaired  Hepatic  or  Renal  Function:  Verapamil  is  highly  metabolized  by  the 
liver  with  about  70%  of  an  administered  dose  excreted  in  the  urine  In  patients  with  impaired 
hepatic  or  renal  function  verapamil  should  be  administered  cautiously  and  the  patients 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  ol  excessive  phar- 
macological effects  (see  OVERDOSAGE) 

Drug  Interactions:  Beta  Blockers  Concomitant  use  of  ISOPTIN  and  oral  beta-adrenergic 
blocking  agents  may  be  beneficial  in  certain  patients  with  chronic  stable  angina  or  hypertension 
but  available  information  is  not  sufficient  to  predict  with  confidence  the  effects  of  concurrent 
treatment  in  patients  with  lelt  ventricular  dysfunction  or  cardiac  conduction  abnormalities 
Digitalis  Clinical  use  of  verapamil  in  digitalized  patients  has  shown  the  combination  lo  be  well 
tolerated  if  digoxin  doses  are  properly  adjusted  However,  chronic  verapamil  treatment  increases 
serum  digoxin  levels  by  50  to  75%  during  the  first  week  of  therapy  and  this  can  result  in  digitalis 
tpxicity  Upon  discontinuation  of  ISOPTIN  (verapamil  HCI),  the  patient  should  be  reassessed  to 
avoid  underdigitalization  Anlihyperlensive  Agents  Verapamil  administered  concomitantly  with 
oral  antihypertensive  agents  (e  g  ,  vasodilators,  angiotensin-converting  enzyme  inhibitors 
diuretics,  beta  blockers,  prazosin)  will  usually  have  an  additive  effect  on  lowering  blooti 
pressure  Patients  receiving  these  combinations  should  be  appropriately  monitored  Dis- 
opyramide  Disopyramide  should  not  be  administered  within  48  hours  before  or  24  hours  after 
verapamil  administration  Quinidine  In  patients  with  hypertrophic  cardiomyopathy  (IHSS) 
concomitant  use  of  verapamil  and  quinidine  resulted  in  significant  hypotension  There  has  been 
a  report  ol  increased  quinidine  levels  during  verapamil  therapy  Nitrates  The  pharmacologic 
profile  of  verapamil  and  nitrates  as  well  as  clinical  experience  suggest  beneficial  interactions 
Cimetidme  Two  clinical  trials  have  shown  a  lack  ol  significant  verapamil  interaction  with 
cimelidine  A  third  study  showed  cimetidine  reduced  verapamil  clearance  and  increased 
elimination  to  1/2  Anesthetic  Agents  Verapamil  may  potentiate  the  activity  of  neuromuscular 
blocking  agents  and  inhalation  anesthetics  Carbamazepine  Verapamil  may  increase  car- 
bamazepme  concentrations  during  combined  therapy  Rifampin  Therapy  with  rifampin  may 
markedly  reduce  oral  verapamil  bioavailability  Lithium  Verapamil  may  lower  lithium  levels  in 
patient  on  chronic  oral  lithium  therapy  Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility 
There  was  no  evidence  of  a  carcinogenic  potential  of  verapamil  administered  to  rats  for  two 
years  Verapamil  was  not  mutagenic  in  the  Ames  test  Studies  in  female  rats  did  not  show 
impaired  fertility  Effects  on  male  fertility  nave  not  been  determined  Pregnancy  (Category  C) 
There  are  no  adequare  and  well-controlled  studies  in  pregnant  women  ISOPTIN  crosses  the 
placental  barrier  and  can  be  detected  in  umbilical  vein  blood  at  delivery  This  drug  should  be 
used  during  pregnancy,  labor,  and  delivery,  only  if  clearly  needed  Nursing  Mothers  ISOPTIN  is 
excreted  in  human  milk,  therefore,  nursing  should  be  discontinued  while  verapamil  is 
administered  Pediatric  Use  Safety  and  efficacy  of  ISOPTIN  in  children  below  the  age  ol  18  years 
have  not  been  established 

ADVERSE  REACTIONS:  Constipation  8  4%,  dizziness  3  5%,  nausea  2  7%  hypotension  2  5% 
edema  2  n.  headache  1  9%,  CHF/pulmonary  edema  1  8%,  fatigue  1  7%  bradycardia  1  4% 
3'  AV  block  0  8%,  flushing  0  1%,  elevated  liver  enzymes  (see  WARNINGS)  The  following 
reactions,  reported  tn  less  than  1  0%  ol  patients,  occurred  under  conditions  (open  trials 
marketing  experience)  where  a  causal  relationship  is  uncertain,  they  are  mentioned  to  alert  the 
physician  to  a  possible  relationship  angina  pectoris,  arthralgia  and  rash  AV  block  blurred 
vision,  cerebrovascular  accident,  chest  pain,  claudication,  confusion  diarrhea  dry  mouth 
dyspnea,  ecchymosis  or  bruising,  eguilibrium  disorders,  exanthema,  gastromteshnal  distress 
gingival  hyperplasia,  gynecomastia,  hair  loss,  hyperkeratosis,  impotence,  increased  urination' 
insomnia,  macules,  muscle  cramps,  myocardial  infarction,  palpitations  paresthesia  psychotic 
symptoms,  purpura  (vasculitis),  shakiness,  somnolence,  spotty  menstruation  sweating 
syncope,  urticaria  Treatment  of  Acute  Cardiovascular  Adverse  Reactions  Whenever  severe 
hypotension  or  complete  AV  block  occur  following  oral  administratioh  of  verapamil  the 
appropriate  emergency  measures  should  be  applied  immediately  e  g  intravenously  admin- 
istered isoproterenol  HCI,  levarterenol  bitartrate,  atropine  (all  in  the  usual  doses)  or  calcium 
gluconate  (10%  solution)  If  further  support  is  necessary,  inotropic  agents  (dopamine  or 
dobutamine)  may  be  administered  Actual  treatment  and  dosage  should  depend  on  the  severity 
and  the  clinical  situation  and  the  ludgment  and  experience  of  the  treating  physician 

OVERDOSAGE:  Treatment  of  overdosage  should  be  supportive  Beta-adrenergic  stimulation  or 
parenteral  administration  of  calcium  solutions  may  increase  calcium  ion  flux  across  the  slow 
channel,  and  have  been  used  effectively  in  treatment  ol  deliberate  overdosage  with  verapamil 
Clinically  significant  hypotensive  reactions  or  fixed  high  degree  AV  block  should  be  treated  with 
vasopressor  agents  or  cardiac  pacing,  respectively  Asystole  should  be  handled  by  the  usual 
measures  including  cardiopulmonary  resuscitation 
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At  Humana  MedFirst.  you  won't  have  the  headai±es  of  a 
regular  practice.  Since  we  manage  the  business  aspect, 
you  and  your  colleagues  are  able  to  practice  quality  medi- 
cine wnthout  the  hassles  of  running  an  office. 

Humana  MedFirst  also  offers  competitive  salaries, 
excellent  benefits,  and  a  36-42  hour  work  week. 

So  if  you're  looking  for  a  dynamic,  exciting  place  to 
practice  medicine,  call  today  toll-free  1-800-662-2272,  or 
send  your  cumculum  vitae  to  Pam  Chapman,  Humana 
MedFirst.  Department  NCrvIJ,  500  W,  Main  St„  Louisville, 
KY  40202. 
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When  someone  turns  to  you 

for  advice  on  drug  or  alcohol  dependency. 
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Carolina  Manor  Treatment  Center 


1100  Pine  Run  Drive.  Lumbertan.  NC28358 
1-800-445-7595  In  NO  (919)  738-1191 

Operated  By  Southeastern  General  Hospital 
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When  North  Carolinians  need  medical  attention,  they  need  to  know  that  someone 
is  there.  Someone  who'll  make  certain  all  the  finest  care  is  given.  And  for  just  one 
monthly  payment  through  an  employer,  that's  exactly  what  our  customers  get. 

The  Personal  Care  Plan  from  Blue  Cross  and  Blue  Shield  of  North  Carolina  provides  fam- 
ilies with  their  own  Personal  Care  Physician,  who  manages  every  aspect  of  their  health  care. 

If  you're  a  participating  physician  in  the  Personal  Care  Plan,  you're  working  with  us  to 
offer  the  finest  group  health  care  available.  High  quality  health  care  in  a  plan  that's  helping 
to  hold  back  rising  costs. 

If  you're  not  a  participating  physician,  but  would  like  to  be,  write  or  call  Director, 
Professional  Relations,  Personal       -p.^^  ^— ,  ._^ 

Care  Plan,  Post  Office  Box  2291,  KPR^sOMATl  ADCPTAM 
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A  Review  of  the  Basics  of  Closed 
Thoracic  Drainage 


J.  Steve  Julian,  M.D.,  and  Timothy  C.  Penneli,  M.D. 


Over  the  last  20  years  the  treatment  of  critically  ill  patients 
has  become  tremendously  sophisticated,  and  it  is  now  rou- 
tine to  "plug"  the  intensive  care  unit  patient  to  a  ventilator, 
a  Swan-Ganz  catheter,  computerized  monitors,  and  cali- 
brated infusion  pumps.  Not  infrequently,  the  patient  will 
also  need  to  have  closed  thoracic  drainage  as  a  result  of 
trauma,  infection,  surgery,  or  barotrauma.  The  closed  pleural 
drainage  system  is  simple,  yet  seldom  understood.  Our  pur- 
pose here  is  to  review  briefly  the  basic  principles  and  prac- 
tical aspects  of  closed  thoracic  drainage  with  applied  neg- 
ative suction. 

The  concept  of  closed  pleural  drainage  originated  in  Eng- 
land in  the  1870s.  Among  the  earliest  descriptions  of  closed 
continuous  irrigation  and  aspiration  of  the  pleural  space  is 
that  of  Hewett  in  1876.'  In  the  eariy  1900s,  Kenyon-  re- 
ported using  a  closed  drainage  system  for  the  treatment  of 
empyema  in  children.  In  1922  Lilienthal'  described  the  use 
of  closed  suction  drainage  following  the  surgical  treatment 
of  bronchiectasis. 

The  purpose  of  a  closed  thoracic  drainage  system  is  to 
generate  a  negative  pressure  within  the  pleural  space  to 
promote  fluid  evacuation  and  lung  expansion.  If  there  has 
been  no  disruption  of  the  visceral  pleura  or  lung  paren- 
chyma, there  is  no  absolute  requirement  for  the  application 
of  suction  in  closed  thoracic  drainage.  A  simple  water  seal 
(figure  1)  will  serve  as  a  one-way  valve,  permitting  egress 
of  pleural  fluid  or  air  while  preventing  reentry  of  air  into 
the  pleural  space.  The  expanding  intact  lung  and  any  neg- 
ative pressure  generated  by  fluid  contained  within  nonde- 
pendent  tubing  (length  B  in  figure  1)  combine  to  promote 
obliteration  of  the  pleural  space. 

It  must  be  recognized,  however,  that  the  force  favoring 


From  the  Department  of  Surgery,  Bowman  Gray  School  of  Med- 
icine, Wake  Forest  University  Medical  Center,  Winston-Salem 
27103. 


lung  expansion  will  be  opposed  by  an  opposite  force.  This 
force  will  be  equal  in  centimeters  of  water  to  the  pressure 
created  by  the  column  of  water  in  the  long  tubing  beneath 
the  fluid  level  in  the  collection  bottle  (length  A  in  figure 
1),  and,  as  drainage  accumulates,  the  force  necessary  to 
expel  the  pleural  fluid  or  air  will  increase  as  the  length  of 
long  tubing  becomes  further  submersed.  Because  of  this 
factor,  we  routinely  use  a  three-bottle  vacuum  suction  device 
for  all  cases  of  thoracic  drainage. 


Pleural 
Space 


Vent  to  air 


Underwater 
Seal 


Figure  1.  Simple  underwater  seal  apparatus. 
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Standard  Three  Bottle  Suction 
Total  Applied  Suction  =   B  -  A 


X-£ 


1 


m 


Open  to  air 


r 


Wall 
Suction 


Trap  Seal  Suction     Regulator 

Figure  2,  Standard  three-bottle  suction. 


Basic  Components 

The  closed  thoracic  suction  drainage  system  has  three  basic 
components  (figure  2):  the  trap,  the  water  seal,  and  the 
suction  regulator  or  water  manometer.-'  These  provide  for 
closed  vacuum  aspiration  of  the  pleural  space  and  a  flow 
capacity  in  excess  of  any  pulmonary  air  leak.'  The  readily 
available  wall  vacuum  is  used  as  a  negative  pressure  source 
with  an  interposed  flow  regulator  valve  (figure  3). 

The  first  bottle  in  the  system  is  the  trap.  The  trap  collects 
drainage  from  the  pleural  space,  permitting  ease  of  inspec- 
tion, quantitation,  and  sampling  in  a  sterile  manner.  The 
trap  somewhat  simplifies  the  physics  of  the  system,  in  that 
there  is  no  accumulation  of  fluid  in  the  water  seal,  and 
thereby  no  progressive  reduction  in  the  applied  intrathoracic 
pressure.  This  fact  will  become  more  apparent  when  we 
view  the  system  as  a  whole. 


The  second  bottle  is  the  water  seal.  The  seal  is  necessary 
to  partition  the  intrathoracic  space  from  the  environment 
and  to  prevent  uncontrolled  to-and-fro  movement  of  air  with 
respiration.  As  long  as  the  tip  of  the  long  tubing  is  beneath 
the  water  level  (usually  for  a  length  of  1.5  to  3  cm;  length 
A  in  figure  2),  a  seal  exists  exclusive  of  leakage  around  the 
bottle  stoppers,  tubing  connectors,  or  chest  tube  insertion 
site.  As  implied  earlier,  it  is  important  to  realize  the  sig- 
nificance of  the  length  of  tubing  beneath  the  water  seal.  The 
negative  pressure  applied  to  the  intrathoracic  space  by  this 
system  will  be  diminished  (in  cm  H,0)  by  the  length  of 
tubing  (length  A)  beneath  the  fluid  level.  It  is  also  important 
to  note  that  this  bottle  is  useful  in  any  assessment  of  con- 
tinued air  leak  and  of  proper  tube  positioning  as  described 
below. 

The  third  bottle  in  the  system  is  the  suction  regulator,  or 
water  manometer  (figure  2).  This  bottle  is  almost  completely 


Figure  3  Standard  three-bottle  suction  apparatus  with  suction  regulator  valve. 
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Four  Bottle  Method  to  Increase  Applied  Suction 
Total  Applied  Suction  =  B  +  B'  -  A 
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Figure  4.  Four-bottle  suction  system. 
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filled  with  sterile  water.  The  two  short  tubes  above  the  water 
level  conduct  the  vacuum,  but  the  long  tube  is  the  true 
vacuum  regulator  or  manometer.  The  long  tube  is  open  to 
the  atmosphere.  The  negative  pressure  generated  by  the 
system  and  applied  to  the  pleural  space  is  determined  by 
the  extent  of  long  tube  beneath  the  air-water  interface  (dis- 
tance B  in  figure  2).  More,  or  less,  suction  is  generated  by 
lowering,  or  raising,  this  tube.  The  total  amount  of  negative 
pressure  applied  by  the  system,  then,  is  B  (bottle  3)  minus 
A  (bottle  2). 

Putting  the  three  bottles  in  series  with  a  properly  placed 
chest  tube  and  connecting  them,  as  illustrated,  to  a  high 
vacuum  source  via  a  flow  regulator  valve  (figure  3)  con- 
stitutes a  closed  pleural  suction  apparatus.  With  vacuum 
applied,  bubbling  occurs  in  the  third  bottle.  The  vigorous- 
ness  of  the  bubbling  is  controlled  by  the  flow  regulator 
valve,  which  thus  governs  the  rate  of  gas  flow  in  the  system. 
The  importance  and  implications  of  high  flow  in  such  a 
system  have  been  well  documented."  Basically,  flow  must 
be  sufficient  to  cause  no  impedance  to  the  movement  of  gas 
or  liquid  from  the  pleural  space. 

In  inspecting  the  system  it  is  again  necesstry  to  appreciate 
that  the  amount  of  negative  pressure  generated  intrathor- 
acically  is  determined  by  the  level  of  the  water  manometer 
(length  B  in  figure  2).  Any  attempt  to  increase  the  negative 
pressure  generated  by  the  system  requires  lengthening  the 
manometer  as  described  by  Roe'  or  adding  a  bottle  or  bottles 
connected  into  the  system  as  depicted  in  figure  4.  With  a 
fourth  bottle  added,  the  total  negative  pressure  applied  to 
the  thorax  equals  B  +  B'  -  A.  The  most  common  error 
made  by  the  infrequent  users  of  closed  thoracic  drainage  is 
the  incorrect  placement  of  additional  bottles  for  increasing 
this  intrapleural  negative  pressure.  Therefore,  figure  4  should 
be  studied  carefully.  If  a  Pleur-evac*  or  similar  manufac- 
tured system  is  being  used,  increased  negative  pressure  above 
that  obtainable  with  water  alone  can  be  generated  by  the 
addition  of  1  to  2  cm  of  liquid  mercury  to  the  bubble  chamber 
(figure  5,  next  page).  The  effect  will  be  to  increase  the 


suction  generated,  and  the  amount  may  be  estimated  by 
taking  into  account  the  fact  that  1  cm  of  mercuiy  is  equiv- 
alent to  13.6  cm  of  water. 


Applications 

An  understanding  of  the  closed  thoracic  drainage  system 
and  of  the  factors  that  diminish  its  effectiveness  will  improve 
its  application  in  clinical  practice. 

First,  it  must  be  recognized  that  any  dependent  fluid- 
filled  loops  of  tubing  oppose  the  suction  created  by  the 
regulator.'  Thus,  the  tubing  should  not  hang  haphazardly 
from  the  bedside,  but  should  be  positioned  alongside  the 
bed  in  a  horizontal  plane  leading  to  the  drainage  collector. 
Second,  as  would  be  expected,  any  air  leak  diminishes 
the  negative  force  applied.  All  stoppers  and  tubing  connec- 
tors must  be  sealed,  and  the  site  of  exit  of  the  tube  from 
the  patient's  chest  wall  must  be  made  air-tight  through  the 
use  of  occlusive  dressings,  purse  string  sutures,  or  both.  If 
the  system  itself  is  leak-free,  any  continued  pleural  air  leak 
can  be  assessed  by  examining  the  water  seal  bottle  with  the 
suction  disconnected:  any  bubbling  in  the  second  bottle  (the 
water  seal  in  figure  2)  with  respiration  is  a  positive  sign  of 
continued  pulmonary  air  leak. 

Third,  the  level  of  fluid  in  the  water  seal  tube  (as  well 
as  any  slugs  of  fluid  in  the  tubing)  should  gently  rise  and 
fall  with  respiration.  Absence  of  such  "tidal  flow"  suggests 
malpositioning  of  the  tube  outside  the  pleural  cavity  or  oc- 
clusion of  the  tube  with  a  fibrin  clot. 

Fourth,  the  manufactured  systems  (e.g.,  Pleur-evac®), 
although  altered  in  form,  work  on  the  same  principle  and 
function  in  the  same  way.  Choosing  which  system  to  use 
is  a  matter  of  personal  preference  and  price.  In  our  hospital 
the  three-bottle  system  costs  $34  less  than  any  of  the  man- 
ufactured systems. 

Finally,  an  air  leak,  with  or  without  pneumothorax,  may 
continue  despite  all  efforts  to  correct  it.  In  this  instance,  a 
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Figure  5,  Disposable  system  containing  1  cm  of  liquid  mercury  (Hg)  in  suction 
control  chamber  to  increase  intrapleural  suction. 


bronchopleural  fistula  is  often  the  problem.  A  fistula  located 
in  the  peripheral  airways  can  often  be  closed  by  placing  a 
Heimlich  valve  (figure  6)  on  the  chest  tube  in  place  of  any 
suction  apparatus.  This  one-way  valve  permits  the  egress 
of  air  or  fluid  while  preventing  pneumothorax.  With  this 
device  in  place,  the  patient  is  mobilized  and.  in  fact,  can 
be  discharged  with  the  chest  tube/valve  in  place  for  follow- 
up  as  an  outpatient.  Before  the  tube  is  removed,  it  is  ap- 
propriate to  obtain  a  chest  roentgenogram  with  the  tube 
clamped,  to  rule  out  the  development  of  pneumothorax. 
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Removal  of  the  System 

An  important  consideration  in  the  management  of  thoracic 
drainage  is  when  to  remove  the  tube  from  the  pleural  space. 
When  a  tube  placed  for  tluid  or  empyema  drains  less  than 
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Figure  6.  Standard  Heimlich  valve. 


75  ml/24  hours  and  the  chest  roentgenogram  shows  no  sig- 
nificant accumulation  of  fluid,  the  tube  usually  can  be  re- 
moved. When  a  tube  is  placed  for  pneumothorax  alone, 
after  an  adequate  period  of  applied  suction  (two  to  four 
days)  it  should  be  placed  on  water  seal  (i.e..  the  suction 
should  be  discontinued)  for  24  hours.  A  chest  roentgeno- 
gram showing  no  pneumothorax,  combined  with  the  absence 
of  air  bubbles  in  the  water  seal  bottle  when  the  patient  is 
asked  to  cough  deeply  (indicating  the  absence  of  air  leak  at 
the  bedside),  is  sufficient  indication  that  the  tube  may  be 
removed  safely. 

Some  clinicians  prefer  to  clamp  the  chest  tube  near  the 
thorax  and  to  obtain  a  chest  roentgenogram  to  exclude  the 
development  of  pneumothorax  before  removing  the  tube. 
We  do  not  use  this  method  except  when  using  a  chest  tube 
with  a  Heimlich  valve  for  chronic  drainage.  There  is  some 
danger  of  tension  pneumothorax  developing  after  clamping. 
We  instruct  our  personnel  never  to  clamp  a  chest  tube, 
especially  when  a  patient  is  being  transported  or  moved 
about,  since  it  is  much  safer  for  gas  or  fluid  to  be  expelled 
freely  from  the  chest  through  a  water  seal  than  to  be  trapped 
within  the  chest  by  a  "clamped"  chest  tube. 

In  conclusion,  caring  for  the  critically  ill  patient  requires 
an  understanding  of  the  information  provided  by  complex 
monitoring  devices  and  of  advanced  therapeutics.  A  less 


complicated  but  frequently  used  device  that  all  team  mem- 
bers should  be  familiar  with  is  closed  thoracic  drainage  with 
applied  suction.  It  was  our  goal  in  this  article  to  describe 
the  components  of  that  system  and  emphasize  some  of  the 
aspects  of  its  clinical  application.  ■ 
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Effective  control  time  and  time  again' 

Effective  control  of  fasting  and  postprandial 
glucose— patient  after  patient,  meal  after  meal, 
year  after  year. 

Insulin  when  it's  needed 

insulin  levels  are  rapidly  elevated  in  response  to  a 
meal,  then  return  promptly  to  basal  levels  after  the 
meal  challenge  subsides. 

Timed  to  minimize  risks 

Rapidly  metabolized  and  excreted,  with  an 
excellent  safety  profile.'  As  with  all  sulfonylureas, 
hypoglycemia  may  occur. 


In  concert  with  diet  in  non-insulin- 
dependent  diabetes  mellitus 
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Please  see  brief  summary  of  Glucotrol''  (glipizide) 
prescribing  information  on  next  page. 


Relerence: 

1  Sachs  R,  Ftank  M,  Fisfunan  SK  Ovefviewol  clinical  experience  wilh  giiprziOe  [nGlioaiOe  A  WoriOwiae Review 
Prirrceion   NJ  Excerpia  MediCa,  1984   pp  163-172 
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INDICATIONS  AND  USAGE  13LUC0TR0L  iS  indicated  as  an  adiunci  ID  diel  loi  \he  control  ol  hyperQlycemia  in  patients 
with  non-insuim-dependent  diaDetes  meiiilus  |MOOM.  type  III  atte'  an  adequate  trial  ot  dieiafy  thetapv  fias  proved 
unsalislaclory 

CONTRAINDICATIONS  GLUCOTROL  is  coniraindicated  m  panertts  with  known  hvpersensttivity  to  the  drug  or  wtth 
diabetic  ketoacidosis  wth  or  without  coma  which  should  Pe  tieaieO  writi  msuim 

SPECIAL  WARNING  ON  INCREASED  RISK  OF  CARDIOVASCULAR  MORTALITY  The  admmislrallon  ot  oral  hypogly- 
cemlc  dtugi  tiai  been  reported  lo  be  astodated  with  increased  carOmvascutar  martalitv  at  compared  to 
Iraalmetil  with  diet  alone  or  diet  plus  Iniullt)  This  warnino  is  based  on  the  study  conducted  by  ttie  University 
Group  Diabetes  Program  lUGOP).  a  long-term  proipecllve  clinical  trial  designed  to  evaluate  the  ettectiveness  ot 
glucoie-towermg  drugs  In  preventing  or  delaying  vascular  complications  in  patients  with  non-insutin-dependent 
diabetes  The  study  involved  S23  patients  who  were  randomly  assigned  lo  one  ol  (our  treatment  groups  iDiaOeles. 
19. lupp   2  747. 830.  1970) 

UGDP  reported  thai  patients  treated  lor  b  to  B  years  with  diet  plus  a  hied  dose  ol  tolbutamide  |l  5  grams  per  dayl 
had  a  rate  ol  cardlovasculaf  mortality  approilmately  2-l'2  limes  thai  ot  patients  treated  with  diet  alone  A 
signiricant  increase  in  total  morlalllvwai  not  observed,  but  tbe  use  ot  tolbutamide  was  discontinued  based  on  tlie 
incfease  in  cardiovascular  mortality  thus  limiting  the  opportunity  lor  the  study  to  show  an  increase  in  ovetall 
mortality  Despite  controversy  regarding  the  interpretation  ot  these  results,  the  hndings  ot  the  UGDP  study  provide 
an  adequate  basis  tor  this  warning  The  patient  should  be  Inlormed  ol  the  polenlial  risks  and  advantages  ot 
GLUCOTROL  and  ot  atternalive  modes  ol  therapy 

Although  only  one  drug  in  the  sultonylurea  class  Itolbutamlde)  was  Included  in  this  study,  tt  is  prudent  Irom  a 
salety  standpoint  to  consider  that  this  warning  may  also  apply  to  other  oral  hypoglycemic  drugs  in  this  class,  in 
view  ol  their  close  similarities  in  mode  ot  action  and  chemical  structure 

PRECAUTIONS  Renal  and  Hepatic  Oliease  The  metaboliErri  and  eicretion  ol  GLUCOTROL  may  be  slowed  in  patients 
with  impaired  renai  andr'or  hepatic  tuiction  Hypoglycemia  may  be  prolonged  m  such  patients  should  it  occur 
Hypoglycemia  An  suHonyiureas  are  capable  ol  producing  severe  hypoglycemia  Proper  patient  selection,  dosage. 
and  instructions  are  importanl  lo  avoiO  hypoglycemia  Renal  or  hepatic  msufticiency  may  increase  the  nsK  o! 
hypoglycemic  reactions  Elderly  aeOiiitateO  or  malnourished  patients  and  those  with  adrenal  or  pituitary  msutliciency 
are  particularly  susceptible  lo  the  hypoglycemic  action  ot  glucose-lowenng  drugs  Hypoglycemia  may  be  ditlicull  lo 
recogniie  in  the  elderly  or  people  taking  Beta-adrenergic  blocking  drugs  HyBoglycemia  is  more  likely  lo  occur  when 
caloric  intake  is  oedciem  after  severe  or  prolonged  exercise,  when  alcohol  is  ingested  or  when  more  than  one 
giucose-iowering  drug  is  used 

Lois  ot  Conlral  ot  Blood  GlucoiB  A  loss  ol  control  may  occur  in  diabetic  patients  exposed  to  stress  such  as  lever, 
trauma   mleclion  or  surgery  It  may  then  be  necessary  to  discontinue  GLUCOTROL  and  administer  insulin 
Laboratory  Tetlt;  eiood  and  urine  glucose  should  be  monitored  periodically  Measurement  ol  glycosylated  hemo- 
globin may  De  useful 

Intormallon  lor  Patlsnts.  Patients  should  be  mtotmed  ot  the  potential  nsks  and  advantages  ol  GLUCOTROL.  ol 
alternative  modes  ol  ineiapy  as  well  as  the  importance  ol  adhering  lo  dietary  instructions.  Ol  a  regular  exercise 
program  and  ol  regular  testing  ot  urme  and  ot  blooO  glucose  The  risks  ol  hypoglycemia  ils  symptoms  and 
treatment  and  conditions  that  predispose  lo  its  development  should  be  explained  to  patients  and  responsible  tamily 
members  Primary  and  secondary  laiiure  Should  also  Oe  explained 

Drug  Interactlont  The  hypoglycemic  action  ol  sultonylureas  may  be  potentiated  bv  certain  drugs  including  non- 
steroidal anti-inllammalory  agents  and  other  drugs  that  are  highly  prolein  Bound  salicylates  suHonamides.  Chlo- 
ramphenicol probenecid  coumarms  monoamine  oxidase  inhibitors  and  Bela  aorenergit  blocking  agents  inviUo 
Studies  indicate  that  GLUCOTROL  binds  diKerenlly  than  tolbutamde  and  does  not  interact  with  saiicvlate  or  dicumafOl 
However  caution  must  be  exercised  m  extrapolating  these  Imdmgs  lo  a  clinical  situation  Certain  drugs  lend  to 
produce  hyperglycemia  and  may  lead  to  loss  ol  control,  including  the  thiazides  and  other  diuretics  corticosleroids 
phenothiazines  Ihyroid  products  estrogens,  oral  contraceptives  phenytom.  nicotinic  acid,  sympalhomimelics. 
caicum  channel  blocking  drugs,  and  isoniazid  A  potential  interaction  belween  oral  miconazole  and  oial  hypoglycemic 
agents  leading  to  severe  hypoglycemia  has  been  reported  Whether  this  interaction  also  occurs  with  the  inlfavenpus, 
topical   or  vaginal  preparations  0l  miconazole  is  not  known 

Carclnogeneili.  Mutagenetli,  Impairment  of  Fertllltv  A  :?0-month  study  m  rats  and  an  ie-month  study  m  mice  at 
doses  up  to  75  times  the  maximum  human  dose  revealed  no  evidence  ol  drug-related  carcinogenicity  Bacterial  and 
m  v/vo  mutagenicity  tests  were  unilormly  negative  Studies  in  rats  ot  both  seiesal  doses  up  lo  75  limes  Ihe  human 
dose  showed  no  eHects  on  ledilily 

Prsgnancy  Pregnancy  Categor-y  C  GLUCOTROL  (glipizide)  was  lound  10  be  mildly  letotoxic  m  rat  reproductive  Studies 
at  all  dose  levels  (5-50  mg/kgi  This  letotoxicily  has  been  similarly  noted  with  other  sultonylureas,  such  as 
tolbutamide  and  tolazamide  The  etieci  is  perinatal  and  believed  lo  be  direcHy  related  to  the  pharmacologic 
I  hypoglycemic!  action  ol  GLUCOTROL  In  studies  in  ratsand  rabbils  no  teratogenic  ettecis  were  lound  There  are  no 
adequate  and  well  controlled  studies  m  pregnant  women  GLUCOTROL  should  be  used  during  pregnancy  only  it  the 
potential  benefit  justifies  me  potential  risk  to  ihe  fetus 

Because  recent  mtoimalion  suggests  that  abnormal  blood  glucose  levels  dunng  pregnancy  are  associated  with  a 
higher  incidence  of  congenital  abnormalities  many  experts  recommend  that  insulin  be  used  during  pregnancy  to 
mainiam  tuood  glucose  levels  as  close  lo  normal  as  possible 

Nonleralogenlc  Etiecti.  Prolonged  severe  hypoglycemia  has  been  reported  m  neonates  Born  to  mothers  who  were 
receiving  a  sultonylurea  drug  at  the  lime  of  delivery  This  has  \iKn  reported  more  frequently  with  the  use  ol  agents  with 
prolonged  nail-iives  GLUCOTROL  should  be  discontinued  at  least  one  month  before  the  expected  delivery  date 
NunIng  Molhan.  Since  some  sulfonylurea  drugs  are  known  to  be  excreted  m  human  milk   msulin  Iherapy  should  be 
considered  if  nursing  is  lo  Be  continued 

Pediatric  Use  Saleiy  and  ellectiveness  m  children  have  nol  been  established 

ADVERSE  REACTIONS   In  controlled  Studies   the  freguency  ol  serious  adverse  reactions  reported  was  very  low  Ot 
702  patients   n  8%  reported  adverse  reactions  and  in  only  1  5%  was  GLUCOTROL  discontinued 
Hypoglycemia  See  PRECAUTIONS  and  OVERDOSAGE  sections 

GastrolntBitlnal  Gastromiestinai  disturbances  the  most  common,  were  reported  with  the  following  approximaie 
incidence  nausea  and  diarrhea  one  in  70  constipalionandgastralgia.  onein  100  Theyappearto  beOose-relafedand 
may  disappear  on  division  or  reduction  of  dosage  Cnioeslalic  jaundice  may  occur  rarely  with  sulfonylureas 
GLUC0T«0L  should  Be  discontinued  if  this  occurs 

Dermatologlc  Allergic  skm  reactions  including  erylhema.  morbillilorm  or  maculopapular  eruptions,  urficana 
pruritus  and  eczema  have  been  reported  in  about  one  in  70  palienls  These  may  Oe  transient  and  may  disappear 
despite  continued  use  of  GLUCOTROL  if  skm  reactions  persist,  the  drug  should  be  disconlmued  Porphyria  cutanea 
tarda  and  pholosensilivity  reactions  ^ivt  been  reporied  with  sultonylureas 

HBmalologIc  Leukopenia  agranulocytosis  Ihrombocytopenia.  hemolytic  anemia,  aplastic  anemia,  and  pan- 
cytopenia r\iwe  been  reported  with  sulfonylureas 

Metabolic   Hepatic  porphyria  and  disultiram-like  alcohol  reactions  have  bKen  reported  with  sultonylureas   Clinical 
experience  lo  date  has  shown  that  GLUCOTROL  has  an  extremely  low  incidence  ot  disulliram-like  reactions 
Endocrine  Reactions  Cases  of  hyponatremia  and  the  syndrome  ol  inappropriate  antidiuretic  hormone  (SIADH) 
secretion  have  been  reporied  with  this  and  other  sulfonylureas 

MlscBllattBoui  Dizziness  drowsiness  and  headache  have  oeen  reported  m  about  one  m  liHy  patients  treated  with 
GLUCOTROL   They  are  usually  transient  and  seJdom  require  Oisconlmuance  of  Iherapy 

OVERDOSAGE  Overdosage  of  sulfonylureas  including  GLUCOTROL  can  produce  hypoglycemia  11  hypoglycemic 
coma  is  diagnosed  or  suspected.  Ihe  patient  should  De  given  a  rapid  intravenous  injection  ot  concenlraled 
<50%  I  glucose  solution  This  should  be  followed  by  a  continuous  mluston  of  a  more  dillule  <10%l  glucose  solution  at  a 
rale  thai  wiii  maintain  the  Diood  glucose  at  a  level  above  lOO  mg  dL  Patients  should  be  closely  monitored  lor  a 
minimum  of  2i  to  48  hours  since  hvpoglycemia  may  recur  aller  apparent  clinical  recovery  Clearance  of  GLUCOTROL 
Irom  plasma  would  be  prolonged  in  persons  with  liver  disease  Because  ol  the  extensive  protein  binding  ot 
GLUCOTROL  (glipizide)  dialysis  -s  unlikely  to  be  ol  benelit 

DOSAGE  AND  ADMINISTRATION  There  is  no  lixed  dosage  regimen  for  the  management  of  diabetes  mellitus  wilt) 
GLUCOTROL  in  general,  it  should  be  given  approximately  30  minutes  before  a  meal  to  achieve  the  greatest  reduction 
in  postprandial  hyperglycemia 

Initial  Dote  The  recommended  starting  dose  is  5  mg  before  breakfast  Genalric  palienis  or  ihose  wilh  iiver  disease 
may  Be  sianed  on  2  5  mg  Dosage  adjustments  should  ordinarily  be  m  increments  of  2  5-5  mg.  as  determined  by 
blood  glucose  response  At  least  several  days  should  elapse  between  titration  steps 
Mailmum  Dote   The  maximum  recommended  lotal  daily  dose  is  40  mg 

Malnienancfl.  Some  patients  may  be  ettectively  controlled  on  a  once-a-day  regimen,  while  others  show  better 
response  with  divided  dosmg  Total  daily  doses  above  15  mg  should  ordinarily  be  divided 
HOW  SUPPLIED  GLUCOTROL  is  available  as  white,  dye-free  scored  diamondshaped  tablets  imprinted  as  lollows 
Smglablel  — Ptizer  411  (NOC  5  mg0049-JllO-66l  Bottles oMOO.  10  mg  tablet— Plizer  412  (NOC 10 mg0049-i11ZO-65) 
Boiiies  ol  100 

CAUTION   Federal  law  prohibits  dispensing  wilhuul  piescnptton 
More  detallBd  prolBitlonal  Information  available  on  reouetl. 


ROeRIG  <^^ 


A  division  ot  Ptizer  Pharmaceuiica's 
New  York.  New  York  10017 


:  The  Aduertiiing  Council,  19)5 


"YDPHE 


myjob:' 


// 


/y^ 


YOU  CO' 


A  Public  Service  Messagi 


.»'#E^fe*.w 


"^0-.r 


■ansportalion 


WHAT        NC's        MDs        ARE        THINKING 

A  Boy  (a  Bleeder)  and  a 
Bloody  Revolution 


E.  Wayne  Massey,  M.D.,  and  Janice  Massey,  M.D. 


Hemophilia-induced  femoral  neuropathy  led  to  leg 
paralysis  and  the  paralysis  of  a  government. 


Tsarina  Alexandra  and  Tsar  Nicholas  (figures  1  and  2,  next 
page)  were  the  last  royal  rulers  of  Russia.  Their  youngest 
child  and  only  son,  Alexis,  was  found  to  be  afflicted  with 
hemophilia.  The  retroperitoneal  bleeding  and  femoral  neu- 
ropathy caused  by  this  disorder  changed  the  course  of  Rus- 
sian history. 

In  September  1912,  the  Russian  royal  family  was  vaca- 
tioning in  Poland,  then  under  Russian  rule,  at  Spala,  the 
ancient  hunting  ground  of  kings.  They  were  a  cheerful, 
healthy  family,  completely  oblivious  of  the  turmoil  brewing 
throughout  Russia.  With  the  Tsar  and  Tsarina  were  their 
five  children:  Olga,  age  17,  Tatiana,  age  15,  Marie,  age 
13,  Anastasia,  age  1 1,  and  Crown  Prince  Alexis,  age  8,  the 
Tsarevich  and  heir  to  the  throne  (figures  1  and  2). 

The  family  was  puzzled  when  Alexis  began  to  appear  ill 
over  several  days  and  finally  was  forced  to  take  to  his  bed, 
pale  and  weak.  No  one  could  explain  the  malady.  In  an 
attempt  to  cheer  up  the  young  prince,  Alexandra  took  him 
for  a  drive.  At  first  Alexis  seemed  to  respond,  but  after 
riding  only  a  short  distance  he  began  to  complain  of  pain 
in  his  left  leg  and  lower  abdomen.  They  turned  back,  but 
by  then  every  slight  jolt  of  the  carriage  caused  the  boy  to 
cry  out  with  pain. 

Doctor  Eugene  Botkin,  personal  physician  to  the  royal 
family,  examined  Alexis  and  found  a  large  hematoma  over 
the  medial  thigh  and  groin.  The  dreaded  hemophilia  was 
suspected,  especially  in  light  of  the  well-known  history  of 
the  disease  in  the  royal  family.' 

The  most  eminent  physicians  of  Russia  were  summoned 


From  the  Department  of  Medicine,  Division  of  Neurology,  Duke 
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to  the  bedside  of  the  young  prince,  including  Doctors 
Rauchfess  and  Federov,  both  surgeons;  Doctor  Ostrogorsky, 
personal  pediatrician  to  the  royal  children;  and  Doctor  Vla- 
dimir Derevenko.  personal  physician  to  Crown  Prince 
Alexis."  They  examined  Alexis  again  and  again  and  spent 
hours  in  conference,  searching  for  an  effective  remedy. 
None  of  their  treatments  worked.  The  hemorrhage  continued 
until  the  thigh  was  drawn  up  against  the  chest  with  the  hip 
flexed  and  externally  rotated.  The  limb  could  not  be  ex- 
tended because  of  the  agony  that  ensued. 

For  eleven  days  the  Tsarina  did  not  leave  the  child's 
bedside.  Alexis  lay  semiconscious  and  groaning,  delirious 
when  aroused,  and  screaming  as  the  increasingly  frequent 
spasms  of  pain  racked  his  frail  body.  As  the  days  wore  on, 
the  exhausted  child's  screams  changed  to  the  painful  plea, 
"Mama,  help  me.  Won't  you  help  me?"' 

The  situation  seemed  hopeless.  Both  the  child  and  his 
parents  were  sure  that  death  was  near.  Little  Alexis  was 
heard  to  say,  "When  I  am  dead  it  will  not  hurt  anymore, 
will  it  Mama?"  And,  "When  I  am  dead,  build  me  a  little 
monument  of  stones  in  the  woods.  "^ 

At  first,  the  Tsar  tried  to  conceal  the  crown  prince's 
serious  condition,  but  as  death  became  more  imminent  and 
rumors  more  widespread,  official  bulletins  were  issued.  At 
the  news  of  Alexis's  illness,  the  people  of  Russia,  rich  and 
poor  alike,  flocked  to  their  churches  to  pray.  Every  church 
had  special  services.  At  the  Cathedral  of  Our  Lady  of  Kazan 
in  St.  Petersburg,  the  prayer  vigil  continued  24  hours  a  day. 
A  tent  was  raised  at  Spala  where  there  was  no  church,  and 
Vassiliev,  the  priest,  conducted  a  Te  Deum  daily. 

Despite  all  of  this,  Alexis's  condition  still  grew  worse 
until  one  night  he  was  so  pale  and  weak  that  it  appeared 
the  end  was  near.  The  priest  was  summoned,  and  the  child 
received  the  last  sacrament.  The  notice  went  to  St.  Peters- 
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burg  to  prepare  the  final  bulletin  which  would  announce  the 
death  of  the  Tsarevich. 

In  the  midst  of  preparations  for  the  child's  death,  Tsarina 
Alexandra  sent  a  telegram  to  a  holy  man.  the  starets  Gregory 
Rasputin,  a  strange  and  mystical  Siberian  peasant  reputed 
to  be  a  man  of  God  with  powers  of  prophecy  and  healing 
(figure  3,  facing  page).  The  Tsarina  entreated  him  to  pray 
for  Alexis's  life.  Rasputin  immediately  responded,  "God 
has  seen  your  tears  and  heard  your  prayers.  Do  not  grieve. 
The  Little  One  will  not  die.  Do  not  allow  the  doctors  to 
bother  him  too  much. ""  Two  days  later  the  hemorrhage  had 
stopped,  the  pain  had  gone,  and  the  fever  had  abated.  Alexis 
slept  peacefully  for  the  first  time  in  weeks.  He  was  alive. 

Alexandra  became  a  devotee  of  Rasputin,  certain  that  he 
had  miraculously  saved  her  son  when  everyone  else  had 
failed.  From  that  time  on.  Rasputin's  influence  on  the  royal 
family,  through  the  Tsarina,  was  firmly  established. 

Until  his  assassination  on  New  Year's  Eve,  1916,  Rasputin 
wielded  great  power.  By  that  time  he  had  used  his  influence 


to  dictate  appointments  to  every  important  government  and 
church  position  in  Russia.  The  most  far-reaching  conse- 
quence of  his  influence  was  in  Tsar  Nicholas's  handling  of 
domestic  unrest.  The  Tsar  was  so  mesmerized  by  Rasputin 
that  he  failed  to  respond  to  the  terrible  plight  of  the  Russian 
people,  setting  the  stage  for  the  1 9 1 7  revolution  that  changed 
the  course  of  history  for  Russia  and  for  the  world. 

There  is  little  doubt  that  Alexis  suffered  from  the  syn- 
drome of  femoral  neuropathy  due  to  retroperitoneal  bleed- 
ing. The  manifestations  were  classic:  the  flexed  and  exter- 
nally rotated  hip  and  the  characteristic  pain.  All  of  this 
clearly  indicated  femoral  nerve  and  psoas  involvement.  In 
fact,  Alexis  was  in  braces  for  almost  a  year  before  his  hip 
was  finally  fully  extended.  In  a  picture  taken  shortly  after 
the  events  at  Spala,  the  flexion  and  external  rotation  of  the 
left  hip  are  evident,  even  in  the  braces  —  a  clear  conse- 
quence of  the  unchecked  and  prolonged  bleeding  (figure  4. 
facing  page). 

Rasputin's  advice  that  the  doctors  leave  the  child  alone 


Figure  1    Tsarina  Alexandra  with  Crown  Prince  Alexis. = 
134      NCMJ  /  March  1987.  Volume  48.  Number  3 


Figure  2.  Tsar  Nicholas  holding  Crown  Prince  Alexis- 


was  medically  sound.  Once  the  doctors  stopped  their  con- 
stant poking,  probing  and  examination,  a  small  but  adequate 
clot  could  form  without  being  dislodged. 

Retroperitoneal  bleeding  with  resultant  femoral  neuro- 
pathy is  a  consequence  of  anticoagulant  therapy  or  of  hem- 
ophilia. In  this  earlier  era  it  was  a  matter  of  the  gravest  and 
most  widespread  political  significance.  It  was  an  important 
factor  in  a  turn  of  history  that  led  eventually  to  the  overthrow 
of  the  tsarist  regime  and  to  the  ascendency  of  communism 
in  Russia.  ■ 
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Figure  4.  Tsarevich  Alexis,  after  Spala,  Left  leg  is  field  witfi 
hip  flexed  and  externally  rotated  despite  fieavy  metal  brace  ^ 
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Figure  3,  Gregory  Rasputin 
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ou  are  the  final  quality  control  step. 

Behind  each  bottle  of  Cortisporin*  Otic  is  thirty  years  of  clinical 
experience.  Behind  that  are  forty  million  bottles  sold  in  the  last  decade 
without  a  single  recall. 

Before  Cortisporin  Otics  reach  the  pharmacy,  they've  passed  95 
stringent  quality  control  checks.  You're  the  last,  and  the  most  important. 
Without  you,  Cortisporin  Otic  can't  help  your  patients.  Remember.. 

Write  'm  Not  Substitute.' 


CORTISPORIN  OTIC 

SUSPENSION/SOLUTION*(Sterile) 
(polymyxin  B-neomycin-hydrocortisone) 
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/  Burroughs  Wetlcome  Co. 
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CORTISPORIN"  OTIC  Suspension  Sterile  iPolymyxin  B-Neomycm-Hydrocofiisone)  Description-  Each  cc  con- 
tains Aerosoofin"  (Polymyxin  B  Sullaiel  10.000  units  Neomycin  sullate  lequiwaleni  lo  3  5  mg  neomycin  t)ase)  5 
mg  Hydfocortisone  10mg(l%)  The  vehicle  contains  ifie  inaclii/e  mgjedienls  ceiyl  alcohol  propylene  glycol 
polysotbale  80,  waier  for  mieciion  and  thimerosal  ipfeservaitve}  0  01%  Indications:  For  ihe  treaimeni  ol 
superficial  Oacierial  inlectipos  ol  ifie  exiemal  audiiory  canal  caused  by  oiganisms  susceptible  lo  ihe  action  ol 
me  antibiotics,  and  (or  ihe  ireaimeni  ol  mleclions  o(  masioideciomy  and  lenesifaiion  cai/iiies  caused  by 
organisms  susceptible  to  ihe  aniibioiics  Precautions  This  drug  should  he  used  wtlh  care  in  cases  ol 
perforated  eardrum  and  m  long-sianding  cases  ol  chronic  oiiiis  media  because  ol  ihe  possibilily  ol  oloioxiciiy 
caused  by  neomycin  CORTISPORIN '  OTIC  Solution  Sterile  iPolymyxin  B-Neomycm-Hydfocortisone)  Oescrlp- 
Hon  Each  cc  coniams  Aerosponn '  (Polymyxin  B  Sullaiei  10,000  units  Neomycin  sullate  (equivaleni  lo  3  5  mg 
neomycin  basei  5  mg  Hydrocomsone  lO  mg  (1%)  The  vehicle  contains  ihe  inactive  ingredients  cupric  sullaie 
alycerin,  hydrochloric  acid,  propylene  glycol,  water  lor  mieciion  and  poiassium  melabisulliie  ipresen/alivej 
0 1%  Indications:  For  ihe  treaimeni  ol  superficial  bacienai  tnlecirons  ol  the  external  auditory  canal  caused  Dy 
organisms  susceptible  to  the  action  ol  ihe  antibiotics  Warning,  Coniams  potassium  melabisulliie  a  sulliie 
thai  may  cause  allergic-type  reactions  (eg  ,  hives  tichmg,  wheezing  anaphylaxis)  m  certain  suscepiihle 
persons  Although  ihe  overall  prevalence  ol  sulliie  sensitivity  in  ihe  general  gopulaiion  is  probably  low 
il  IS  seen  more  Irequenily  m  asihmalics  or  in  atopic  nonaslhmalic  peisons  Precautions  This  drug  should 
be  used  wiih  care  when  the  miegniy  oi  ihe  tympanic  membrane  is  in  question  because  ol  ihe  possibility 
ol  oioioxiciiy  caused  by  neomycin  Adverse  Haacllons  Simging  and  burning  have  been  reported  when 
this  drug  has  gained  access  lo  ihe  middle  ear  Conlralndlcallons,  Warnings,  Precautions  and  Adverse 

'Caution  If  perforation  ol  the  eardrum  exists,  specify  Cortisporin  Otic  Suspension  (this  drug  should 

lie  used  with  care  in  cases  of  perforated  eardrum). 


Reactions  Common  lo  Both  Products  Contraindications:  These  products  aie  contramdicaled  in  ihose  individ- 
uals who  have  shown  hypersensitivity  to  any  ol  the  componenis,  and  in  herpes  simplex,  vaccinia  and  varicella 
Warnings  As  wilh  other  aniibioiic  preparations,  prolonged  ireatmeni  may  result  in  oveigrowlh  ol  nonsuscep- 
lible  organisms  and  lungi  II  the  mieciion  is  not  improved  after  one  week,  cultures  and  susceptibility  tests 
should  be  repealed  lo  verily  the  identiiy  ol  the  organism  and  to  determine  whether  therapy  should  be 
changed  When  using  neomycm-coniaining  products  lo  control  secondary  mieciion  m  the  chronic  deimaloses 
such  as  chronic  otiiis  externa,  n  should  he  Dome  in  mind  ihat  the  skin  in  these  conditions  is  more  liable 
than  IS  normal  skin  lo  become  sensitized  lo  many  substances,  including  neomycin  The  manilesiation  ol 
sensitization  lo  neomycin  is  usually  a  low  grade  reddening  with  swelling,  dry  scaling  and  itching  it  may  be 
manliest  simply  as  a  lailure  lo  heal  During  long-ieim  use  ol  neomycin-coniainmg  proJucis  periodic  examina- 
tion lot  such  signs  is  advisable  and  the  paiient  should  be  lold  lo  discontinue  Ihe  product  il  they  are 
obsen/ed  These  symptoms  regress  quickly  on  withdrawing  the  medication  Neorrycm-contammg  applications 
should  be  avoided  lor  that  patient  iherealtei  Precautions,  II  sensitization  or  irniaiion  occurs  medication 
should  be  discontinued  promptly  Paiienis  who  preler  lo  warm  the  medication  belore  using  should  be 
cautioned  against  heating  the  sololion  above  body  lemperature,  in  order  lo  avoid  loss  ol  potency  Treatment 
should  nol  be  continued  lor  longer  than  ten  days  Allergic  cross-reaclions  may  occur  which  could  preveni 
the  use  ol  any  or  all  the  lotlowmg  antibiotics  lor  the  ireaiment  ol  lulure  mleciions  kanamycin,  paromomycin, 
sireptomycin,  and  possibly  gentamicm  Adverse  Reactions:  Neomycin  is  a  not  uncommon  cutaneous 
sensitizer  There  are  articles  in  the  current  liteiatuie  ihat  indicate  an  increase  m  the  prevalence  ol  persons 
sensitive  to  neomycin 
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Editor's  Note:  Parents  know  that  a  child  develops  in  an 

unpredictable  way.  A  pediatrician  is  even  more  aware  of  this  fact. 

Dean  Davison  in  1927  predicted  how  Duke  would  develop  and 

published  the  prediction  in  Transactions  of  the  North  Carolina 

Medical  Society.  We  reproduce  the  late  dean's  scenario  with 

comments  fi-om  three  leading  medical  educators  on 

what  was  fancy  and  what  was  reality. 


Mr.  President,  Ladies  and  Gentlemen: 
I  wish  to  express  my  pleasure  for  this  in- 
vitation to  address  you  and  for  the  oppor- 
tunity to  present  the  plans  of  the  new  med- 
ical school.  There  are  at  least  six  factors  which  are 
essential  for  the  success  of  a  medical  school  —  the  build- 
ings, the  staff,  the  students,  the  type  of  teaching,  the 
service  to  the  community  and  last,  but  not  least,  the 
cooperation  of  the  members  of  the  profession  in  the  State. 
It  is  the  great  desire  of  everyone  connected  with  Duke 
University  so  to  carry  out  the  plans  for  the  first  five  of 
these  essentials  that  the  sixth  one,  namely,  your  coop- 
eration, will  be  merited.  We  all  wish  you  to  regard  this 
school  as  yours.  Any  suggestions  which  will  increase  the 
service  of  this  school  to  the  State  will  be  more  than 
welcomed,  for  service  is  to  be  the  keystone  of  the  arch 


of  this  structure.  These  plans  are  in  the  tentative  stage 
at  present  so  I  hope  that  you  will  not  hesitate  to  point 
out  anything  which  should  be  changed,  for  only  by  work- 
ing together  can  this  school  fill  the  place  which  Mr.  Duke 
intended. 


^ 
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Delivered  at  the  1927  Annual  Session  of  the  North  Carolina 
Medical  Society  and  published  in  its  Transactions  that  year. 
Thanks  go  to  Dr.  J.  B.  (Ben)  Warren  of  New  Bern,  who  called 
this  piece  to  our  attention  and  was  kind  enough  to  send  us  a 
copy  of  it. 


(1)  The  buildings  (oUow  the  same  general  arrangement 
as  those  at  Nashville,  Rochester,  N.  Y.,  and  Chicago.  The 
basic  idea  has  been  to  group  the  various  preclinical  and 
clinical  departments  so  that  as  much  correlation  as  pos- 
sible can  be  obtained.  Physiology  and  biochemistry  have 
an  intimate  relationship  to  internal  medicine,  and  pathol- 
ogy is  closely  associated  with  surgery.  The  X-ray  de- 
partment has  been  placed  as  nearly  as  possible  equidis- 
tant from  the  out-patient  department,  medicine  and 
surgery.  Another  valuable  feature  is  the  proximity  to  the 
medical  school  of  the  University  departments  of  the  basic 
sciences,  chemistry,  biology  and  physics.  It  is  expected 
that  the  buildings  will  be  ready  for  occupancy  before  Sep- 
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tember,  1929,  and  that  first  and  third  year  classes  can 
start  at  that  time. 
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(2)  The  staff  will  be  appointed  by  the  Trustees  as  soon 
as  the  building  program  has  made  sufficient  progress.  In 
the  recommendations  for  appointments,  all  of  us  here 
have  an  interest,  for  the  personnel  is  of  more  importance 
than  the  stone  and  mortar.  Information  is  now  being  col- 
lected in  regard  to  the  leaders  of  the  various  branches 
and  suggestions  are  welcome.  If  most  of  the  data  obtained 
indicate  that  a  certain  man  is  the  most  desirable  he  will 
be  asked  to  consider  the  appointment.  If  his  answer  is 
favorable,  he  will  be  invited  to  Durham  to  meet  the  of- 
ficers of  the  University,  the  officers  of  the  North  Carolina 
Medical  Society  and  other  members  of  the  profession  in 
the  State.  We  all  feel  it  to  be  essential  not  only  that  the 
head  of  any  department  should  be  a  leader  in  his  own 
field,  but  also  that  he  must  be  a  man  who  will  have  the 
confidence  and  cooperation  of  the  physicians  and  sur- 
geons of  the  State.  The  heads  of  these  departments  will 
be  on  what  is  known  as  a  "fiill  time  basis. "  They  will  be 
given  adequate  salaries  and  will  not  engage  in  private 
outside  practice.  There  are  many  arguments  in  favor  of 
and  against  this  system,  which  I  shall  not  enumerate,  but 
shall  merely  mention  two  advantages;  first,  that  the  head 
of  the  department  will  be  able  to  give  his  full  time  to  the 
care  of  the  patients  in  the  hospital  and  to  the  training  of 
students  and  post-graduates  and,  second,  that  he  will  be 
removed  from  competition  with  the  members  of  the 
profession.  There  will  probably  be  private  patients  whom 
you  may  wish  to  refer  to  the  Professor  of  Medicine  or 
Surgery  for  consultation  or  operation,  and  I  hope  that 
there  will  be,  in  order  that  this  school  can  be  of  the 
greatest  service,  but  all  fees  collected  for  pnvate  patients 
will  go  to  the  medical  school  and  no  private  patient  will 
be  seen  who  is  not  referred  by  his  or  her  own  physician. 
It  is  hoped  that  physicians  and  surgeons  in  practice  in 
the  vicinity  of  Durham  will  accept  part  time  appointments 
at  the  medical  school  and  hospital,  to  assist  in  the  care 
of  patients  and  the  teaching  of  students. 


^ 
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(3)  The  students  will  be  limited  to  fifty  in  each  class. 
It  is  possible  and  probable  that  for  several  years  the 
classes  may  not  be  filled,  for  there  will  be  rigid  selection 
for  entrance.  This  statement  does  not  mean  that  a  college 
degree  and  a  vast  number  of  hours  will  be  required  for 
admission,  for  I  personally  feel  that  two  years  of  college, 
including  one  year  of  biology,  one  year  of  physics  and 
two  years  of  chemistry,  are  adequate  preparation.  It  has 
been  demonstrated  that  fewer  failures  occur  in  medical 
schools  if  the  entering  students  are  carefully  selected  on 
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the  basis  of  the  quality  of  their  preparation  rather  than 
on  its  quantity. '  The  actual  requirements  will  not  be  de- 
cided until  after  the  staff  has  been  appointed  but  I  trust 
that  the  basis  of  selection  will  be  the  candidate's  intelli- 
gence and  character  instead  of  the  length  of  his  prep- 
aration. There  is  no  doubt  that  a  long  preparation  for  the 
study  of  medicine  has  many  advantages  but  the  average 
age  of  twenty-sb(  years  at  which  the  present  medical 
students  graduate  is  such  a  handicap  to  their  post-grad- 
uate training  as  to  require  serious  consideration  to  be 
directed  toward  condensation  of  their  preliminary  prep- 
aration. The  same  idea  is  behind  the  proposal  that  five 
terms  of  nine  weeks  will  be  given  each  year,  commencing 
September  first,  with  vacations  of  one  week  each  in  De- 
cember, March  and  May,  and  of  one  month  in  August, 
and  that  the  degree  of  M.D..  will  be  granted  after  the 
satisfactory  completion  of  fifteen  terms.  These  may  be 
taken  consecutively  (graduation  in  three  calendar  years), 
or  four  terms  may  be  taken  each  year  (graduation  in  four 
calendar  years).  Such  a  curriculum  would  in  no  way  affect 
the  courses  at  any  other  medical  school.  If  the  students 
who  have  received  their  first  two  years  of  training  at 
Wake  Forest  or  Chapel  Hill  wish  to  spend  their  clinical 
years  at  Durham,  they  can  enter  the  eighth  term,  which 
would  correspond  to  the  third  class,  on  June  first  or 
September  first.  It  is  impossible  to  state  whether  the 
faculty  will  eventually  adopt  this  scheme  but  I  feel  that 
it  will  maintain  the  present  standards  of  medical  education 
and  at  the  same  time  enable  students  to  graduate  at  an 
earlier  age  than  is  possible  at  present. 


-& 


(4)  The  type  of  teaching  has  not,  of  course,  been 
outlined  but  it  may  not  be  out  of  place  to  mention  some 
of  the  factors  which  must  be  considered.  We  hear  fi-e- 
quent  statements  that  the  curriculum  of  this  school  is  too 
theoretical  while  that  of  another  one  is  splendidly  prac- 
tical. As  a  matter  of  fact,  the  methods  taught  in  any 
medical  school  represent  a  compromise  between  the  so- 
called  theoretical  ones  which  require  a  hospital  for  their 
accomplishment  and  the  practical  methods  which  can  be 
carried  out  in  general  practice  without  elaborate  equip- 
ment. The  faculty  of  every  medical  school  wishes  to  teach 
its  students  the  most  modem  methods  and  also  to  instil 
into  their  minds  the  additional  thought  that  these  methods 
are  not  infallible  and  that  better  ones  will  probably  be 
evolved.  Everyone  realizes  that  in  medical  school  only 
the  foundation  of  medical  knowledge  can  be  laid  and  the 
the  student  must  be  given  the  training  to  enable  him  to 
keep  constantly  building  and  adding  to  the  superstructure 
in  accordance  with  medical  progress.  However,  to  pro- 
duce this  "open  mind"  toward  new  discoveries  is  naturally 
to  weaken  to  a  certain  extent  the  students'  confidence 
in  our  present  practical  remedies,  and  the  knowledge  that 


many  of  the  graduates  of  a  school  must  practice  medicine 
without  modem  hospital  facilities  has  often  caused  more 
emphasis  to  be  laid  upon  the  practical  medicine  of  today 
than  upon  the  more  theoretical  possibilities  of  the  future. 
The  presence  of  so  many  splendid  community  hospitals 
in  North  and  South  Carolina  will  greatly  simplify  this  prob- 
lem and  the  medical  students  here  can  safely  be  taught 
the  most  modem  methods,  in  addition  to  their  funda- 
mental training,  for  within  a  few  years  the  physicians  who 
practice  in  every  county  will  probably  have  access  to  a 
hospital  and  its  facilities.  Formerly,  the  charge  that  a 
curriculum  was  too  theoretical  had  some  basis  for  the 
graduates  of  certain  medical  schools  were  often  at  a  loss 
without  hospital  connections  and  as  a  result  they  con- 
gregated in  cities  instead  of  going  into  the  country  where 
they  are  needed  and  where  their  field  for  service  is  greater. 
Consequently,  the  community  hospitals  in  North  and  South 
Carolina,  in  addition  to  the  service  which  they  are  ren- 
dering in  the  care  of  the  sick,  are  an  important  factor  in 
medical  education:  first,  by  allowing  the  medical  schools 
to  modernize  their  teaching  and  second,  by  causing  a 
redistribution  of  doctors  from  the  cities,  with  one  doctor 
to  every  600  people,  to  the  country  districts  with  one 
doctor  to  every  1200.- 

The  modem  medical  curriculum  is  often  blamed  be- 
cause more  and  more  doctors  are  entering  specialties 
and  avoiding  general  practice.  "General  practice  is 
doomed"  is  a  common  statement  and  the  medical  schools 
are  held  responsible.  It  is  true  that  seventy-four  per  cent 
of  the  recent  graduates  of  the  medical  schools  throughout 
this  country  are  specializing  or  planning  to  specialize  in 
one  or  another  branch,  ^  but  is  this  the  fault  of  the  medical 
school  curriculum  or  of  natural  economic  causes?  I  per- 
sonally think  it  is  the  latter.  In  this  country  the  oppor- 
tunities for  service,  reputation  and  monetary  reward  are 
at  present  unquestionably  higher  in  the  specialties  than 
in  general  practice.  Consequently  the  trend  has  been 
toward  specialization,  but  even  now  the  tide  is  turning. 
Twenty-two  per  cent  of  the  1915  graduates  became  oto- 
laryngologists. At  present  that  field  is  over-crowded  and 
only  fifteen  per  cent  of  the  1920  graduates  are  entering 
it.  3  On  the  other  hand  the  opportunities  in  pediatrics  are 
increasing  and  we  find  that  while  only  six  per  cent  of  the 
1915  graduates  in  this  country  became  pediatricians, 
eleven  per  cent  of  the  1920  classes  are  specializing  in 
the  diseases  of  children.  ■'  Before  the  War  in  England  the 
more  ambitions  men  became  specialists  but  during  the 
last  few  years,  because  of  the  greater  number  of  Harley 
Street  consultants,  more  of  the  keener  men  are  going 
into  general  practice  where  the  rewards  are  now  greater. 
There  have  been  no  changes  in  the  medical  school  cur- 
riculum which  are  responsible  for  these  trends;  they  are 
a  response  to  economic  conditions  and  I  feel  that  we  shall 
soon  find  in  this  country  that  the  over-crowding  of  the 
specialties  will  cause  an  increase  in  the  number  of  general 
practitioners  —  a  consummation  much  to  be  desired. 


(5)  The  medical  school  can  be  of  service  to  the  com- 
munity in  at  least  three  ways:  in  the  care  of  patients,  in 
post-graduate  instruction,  and  in  assisting  the  community 
hospitals. 

a)  The  physical  facilities  of  the  wards  and  out-patient 
department  for  the  care  of  patients  will  be  second  to  none 
and  every  effort  will  be  made  to  provide  the  best  of 
medical  and  nursing  care,  for  this  is  the  primary  function 
of  the  hospital  to  which  everything  else  is  secondary. 
"Where  will  the  patients  for  the  new  medical  school  come 
from.'"  is  a  frequent  question.  Many  believe  that  a  teach- 
ing hospital  requires  a  huge  metropolis.  However,  in  1913, 
Osier*  pointed  out  that  a  large  population  was  not  es- 
sential for  a  medical  school  and  that  Marburg  in  Germany, 
with  twenty-three  thousand  people  —  half  the  size  of 
Durham  —  maintained  a  medical  school  of  the  first  rank. 
The  population  of  Jena  and  Heidelberg  are  very  similar 
to  that  of  Durham  and  they  certainly  have  no  dearth  of 
patients.  This  statement  of  Osier's  is  even  more  true 
today  because  of  the  tremendous  increase  in  the  number 
of  automobiles.  For  medical  schools  in  large  cities,  au- 
tomobiles, by  increasing  the  traffic  congestion,  have  ac- 
tually reduced  the  amount  of  territory  from  which  patients 
may  attend  clinics.  For  instance  in  New  York  and  Chicago 
nearly  an  hour  is  required  to  go  from  the  center  of  the 
city  to  the  medical  schools.  On  the  other  hand,  with  the 
splendid  roads  in  North  Carolina,  patients  can  be  brought 
long  distances  by  automobile  in  the  same  time  and  with 
more  comfort  and  safety  than  is  possible  in  traversing  a 
large  city.  In  addition  to  serving  the  43,000  people  of 
Durham,  the  wards  and  out-patient  departments  of  the 
new  medical  school  are  thus  readily  accessible  to  the  half 
million  people  who  live  within  a  fifty  mile  radius  of  the 
city.  In  addition,  it  is  hoped  that  the  medical  school  and 
hospital  will  be  so  conducted  as  to  merit  the  confidence 
and  cooperation  of  the  staffs  of  the  community  hospitals 
throughout  the  two  states  so  that  patients  will  be  referred 
to  Durham.  A  large  percentage  of  the  most  interesting 
and  instructive  cases  in  the  hospital  with  which  I  am 
associated  at  present  come  from  this  area  and  I  hope, 
without  reflection  upon  that  institution,  that  in  the  future 
they  will  prefer  Durham  to  Baltimore. 

b)  The  need  for  more  provision  for  post-graduate 
study  is  very  acute  not  only  in  this  country  but  abroad. 
There  are  very  few  clinics  to  which  a  man  can  go,  after 
he  has  been  in  practice  several  years,  to  obtain  the  ad- 
ditional training  which  he  has  found  he  needs.  When  in- 
sulin was  first  introduced,  several  institutions,  through 
the  kindness  of  Mr.  John  D.  Rockefeller,  Jr. .  established 
temporary  post-graduate  courses  to  train  physicians  in 
the  use  of  this  new  remedy.  The  fact  that  so  many  doctors 
availed  themselves  of  this  opportunity  is  witness  that 


i:! 

'■"I 


NCMJ  /  March  1987.  Volume  48.  Number  3     139 


innumerable  other  courses  are  desired.  It  is  the  plan  of 
the  new  medical  school  to  attempt  to  fill  this  need.  If  a 
doctor  in  North  or  South  Carolina  wishes  to  spend  a  few 
days,  weeks  or  months  reviewing  his  knowledge  of  pe- 
diatrics, of  obstetrics,  of  the  treatment  of  syphilis,  of 
studying  the  efficacy  of  liver  diet  in  pernicious  anemia, 
or  if  he  has  to  do  an  unusual  operation  and  wishes  to 
refi-esh  his  memory  of  the  anatomy  involved,  the  facilities 
and  equipment  at  Durham  will  be  at  his  disposal.  The 
service  of  a  medical  school  should  not  be  limited  to  the 
training  of  its  own  students  and  staff  but  should  extend 
to  giving  the  members  of  the  profession  of  the  state  the 
benefit  of  everything  it  has.  Training  in  preventive  med- 
icine and  public  health,  not  only  for  the  students  in  the 
medical  school,  but  also  special  work  for  those  who  wish 
to  enter  upon  a  career  as  health  officers  will  be  provided. 
Another  of  the  functions  of  the  medical  school  will  be  the 
lending  of  books  and  journals,  for  a  complete  medical 
library  is  contemplated.  The  library  was  actually  started 
yesterday  by  the  gift  fi-om  Dr.  John  E.  S.  Davidson  of 
Charlotte  of  a  number  of  old  books  which  he  had  col- 
lected. Old  books  are  very  valuable,  for  it  is  only  by 
teaching  students  the  history  of  medicine  that  they  can 
gain  a  true  conception  of  it  and  realize  the  progress  which 
is  constantly  occurring. 

c)  The  medical  school  can  also  be  of  service  to  the 
community  hospitals.  The  pathological  and  bacteriological 


departments  can  fill  a  need  in  the  diagnosis  of  sections 
and  cultures,  the  school  of  nursing  can  provide  special 
training  in  obstetrics,  pediatrics  and  other  branches  for 
the  nurses  of  the  smaller  hospitals  who  desire  it. 

These  are  merely  a  few  examples  of  the  innuumerable 
ways  in  which  the  school  can  be  of  service  to  the  state, 
and  in  closing  I  should  like  to  emphasize  again  the  hope 
that  you  wtU  make  suggestions  so  that  these  plans  will 
merit  and  receive  your  cooperation.  The  word  Service 
is  to  be  carved  into  the  comer  stone.  ■ 
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Comment 


WILLIAM  G.  ANLYAN,  M.D. 


Dr.  Davison's  remarks  were  made  shortly  after 
his  appointment  as  Dean  in  1927.  At  that  point, 
his  plans  for  Duke  Medical  School  included:  (1) 
recreating  the  Johns  Hopkins  model  of  full-time 
clinical  faculty  who  would  be  consultants,  but  without  any 

Chancellor  for  Health  Affairs,  Duke  University  Medical  Center. 
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significant  private  patients  of  their  own;  and  (2)  a  flexible 
pre-medical  college  curriculum  —  not  necessarily  more 
than  two  years  —  based  on  his  personal  pre-medical- 
medical  school  experience  which  had  been  extraordinary 
in  quality  and  unorthodox  in  quantity.  He  very  correctly 
pointed  out  that  people  are  more  important  than  build- 
ings. On  the  balance  of  producing  generalists  vs.  spe- 
cialists, he  very  carefully  pointed  out  that  the  "market 
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place"  for  practice  was  more  important  than  the  medical 
school  curriculum  —  it  is  still  equally  true  today. 

What  happened  after  his  1927  speech?  Perhaps  the 
most  important  uncontrollable  event  that  shaped  the  fu- 
ture of  Duke's  clinical  services  was  the  Great  Depression 
of  1929.  When  Dr.  Davison  recruited  Dr.  Deryl  Hart  in 
1930  from  Johns  Hopkins  to  become  the  first  Chairman 
of  Surgery  at  Duke,  it  was  apparent  that  there  was  not 
enough  university  money  to  recruit  a  high  quality  clinical 
faculty.  Dr.  Hart  proposed  and  Dr.  Davison  accepted  a 
plan  to  establish  the  Private  Diagnostic  Clinic  as  a  geo- 
graphic full-time  clinical  practice  group  within  the  medical 
faculty.  A  full  professor  earning  $5,000  a  year  would 


receive  one  half  of  it  from  the  institution  and  the  other 
half  from  the  pooled  income  of  the  group  practice.  In  the 
ensuing  56  years  the  Private  Diagnostic  Clinic  system 
has  worked  well  to  attract  and  sustain  a  top-notch  clinical 
faculty  as  well  as  to  contribute  to  the  development  of 
new  programs  and  facilities  for  the  entire  Medical  Center. 
Opening  a  new  four-year  medical  school  at  the  height  of 
the  Great  Depression  had  the  obvious  long-range  bene- 
fit of  establishing  a  viable  internal  system  of  self-suste- 
nance. We  are  indebted  to  the  foresight  and  genius  of 
Davison  and  Hart.  Many  other  medical  schools  in  the 
United  States  have  adopted  variants  of  the  same  plan.  ■ 


Comment 


III 


JAMES  F.  GIFFORD,  JR.,  Ph.D. 


"The  word  Service  is  to  be  carved  into  the  comer  stone.' 


The  craftsmanship  that  characterizes  any  speech 
reveals  its  purposes.  Choosing  "Service"  as  the 
theme  for  his  announcement  of  plans  for  the  Duke 
University  School  of  Medicine  allowed  Dr. 
Davison  to  pursue  several  purposes  simultaneously.  He 
reminded  his  audience  of  James  B.  Duke's  intention  in 
giving;  to  aid  Carolinians  in  meeting  needs,  improved 
health  care  first  among  them,  otherwise  beyond  their 
means.  He  acknowledged  the  idealism  of  those  among 
his  listeners  who  had  worked  for  decades  to  establish  a 
clinical  medical  school  in  North  Carolina.  He  worked  to 
reduce  the  anxieties  of  those  who  feared  that  the  new 
school  would  prove  too  competitive  or  too  powerful  a 
force  for  change  within  the  context  of  medical  practice 
in  the  region.  Most  important,  he  invited  the  physicians 
of  the  state  to  become  involved  with  Duke  immediately. 
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shaping  it  to  their  purposes  even  as  they  supported  it  by 
referring  the  patients  that  were  essential  to  its  fijture 
success.  Service  is  at  once  an  empowering  and  a  con- 
straining concept,  and  Davison  drew  upon  both  senses 
of  the  word. 

In  the  crafting  of  his  text  Dr.  Davison  revealed  his 
sensitivity  to  the  mixed  emotions  of  a  group  of  profes- 
sionals passing  through  a  period  of  significant  change. 
The  emergence  of  hospitals  as  institutions  essential  to 
improving  health  care  not  only  raised  questions  concern- 
ing what  aspiring  physicians  should  be  taught  but  also 
caused  concern  among  that  segment  of  the  profession 
who  feared  that  they  might  be  denied  opportunity  to 
practice  in  hospitals  for  want  of  proper  training.  Rising 
numbers  of  newly-trained  specialists  seemed  to  some  to 
call  the  role  of  the  general  practitioner  into  question,  and 
the  majority  of  North  Carolina  physicians  were  general 
practitioners.  Even  among  the  most  enthusiastic  sup- 
porters of  the  new  school,  some  questioned  the  wisdom 
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or  the  desirability  of  placing  the  heads  of  medical  de- 
partments on  full-time  salary.  By  raising  these  issues  in 
the  context  of  his  announcement  Dr.  Davison  allowed  his 
audience  to  take  his  measure  and,  by  so  doing,  created 
a  basis  both  for  personal  communication  and  for  profes- 
sional cooperation. 

Time  and  circumstance  have  changed  the  details  of 
Davison's  description  of  Duke.  The  original  buildings, 
organized  for  internal  efficiency,  are  now  but  a  comer  of 
a  medical  campus  organized  around  the  three  functions 
of  a  modem  medical  center;  patient  care,  teaching  and 
research.  The  Depression  doomed  Davison's  dream  of 
establishing  the  faculty  on  a  "full-time  basis, "  but  private 
practice  by  Duke  faculty  did  not  diminish  the  cooperation 
he  sought  with  the  medical  profession  of  the  state.  As 


training  has  improved,  members  of  the  medical  profes- 
sion no  longer  fear  denial  of  access  to  hospitals;  and  Duke 
medical  undergraduates,  the  number  in  each  class  now 
more  than  doubled,  are  taught,  as  Davison  intended,  by 
"the  most  modem  methods. "  In  1987  new  attention  is 
being  paid  to  the  importance  of  small  group  teaching  strat- 
egies, which  Davison  advocated.  Most  hospitals  in  North 
Carolina  now  do  themselves  most  of  the  things  Davison 
originally  projected  as  services  Duke  might  offer,  and 
Duke  now  shares  its  teaching  mission  in  the  state  with 
three  other  schools.  These  improvements  in  the  quantity 
and  quality  of  health  care  available  to  Carolinians  are  in 
part  the  product  of  those  who  shared  Duke's  originating 
mission,  and  bear  witness  to  the  vitality  and  validity  of 
Dr.  Davison's  originating  vision.  ■ 


Comment 


STUART  BONDURANT,  M.D. 


Dean  Davison  embodied  many  superlatives,  one 
of  which  was  vision  and  another  was  purposeful 
adaptability.  The  1927  paper  on  "The  Duke 
University  School  of  Medicine"  illustrates  both, 
for  it  contains  the  conceptual  seeds  from  which  Duke 
grew  and  which  have  powerfully  influenced  American 
medical  education  and  medical  practice,  and  it  also  con- 
tains evidences  of  Dean  Davison's  adaptability.  Reading 
the  paper  for  the  first  time,  I  was  impressed  anew  by 
the  scope  of  the  vision  which  congenially  blended  science. 


Dean,  The  School  of  Medicine,  The  University  of  North  Car- 
olina at  Chapel  Hill,  Chapel  Hill  27514. 


patient  care,  and  community  service  with  a  central  theme 
of  education.  It  was  refreshing  to  see  again  his  clear  and 
unambiguous  views  on  pre-medical  education  (with  which 
I  agreed  as  a  medical  student  in  1950  and  disagree  now), 
on  the  balance  between  theory  and  practice,  and  on  the 
importance  of  general  practice  to  which  he  recruited  so 
enthusiastically  throughout  his  career. 

Dean  Davison's  vision,  adumbrated  in  these  pages, 
resulted  in  the  first  modem  medical  school  in  North  Car- 
olina. All  three  of  the  state's  other  medical  schools,  as 
well  as  the  medical  profession  and  the  people  of  the  state, 
have  been  immensely  benefited  by  the  products  of  this 
vision.  We  are  also  indebted  to  his  remarkable  effective- 
ness in  bringing  that  vision  into  practice.  ■ 
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BILLY  F.  ANDREWS,  M.D. 


The  Dean 


In  memory  as  in  life  the  Dean,  Wilburt  C.  Davison, 

As  teacher,  physician,  mentor,  and  friend  my  heart  has  won. 

A  giant  among  men  in  size  and  in  mind 

It  is  unlikely  we  again  will  see  his  kind. 

In  Duke  Forest  where  a  chapel  stood  alone. 

He  built  a  great  medical  center  of  the  finest  stone. 

Destined  to  gain  in  medicine  an  outstanding  fame 

As  Osier  prophesied,  medicine  would  never  be  the  same. 

Yet  true  greatness  came  in  his  service  to  children. 

Through  his  magnetic,  effervescent  personality  to  stimulate  men. 

We  stand  in  his  shadow,  are  led  by  his  light. 

Our  lives  to  enrichen  and  to  become  more  bright. 

His  strength  to  protect  and  lead  us  in  medicine's  fight 

To  give  to  all  patients  what  is  best  and  right. 

What  a  small  way  to  pay  him  homage  and  to  salute 

With  these  few  respectful  and  loving  lines  in  tribute. 


?l 


To  My  Good  Doctor  Willard  C.  Goley 

What  can  be  the  doctor's  greatest  adversary.' 
Disease,  suffering,  death,  and  mortuary. 
His  greatest  joy  and  goal  is  to  prevent 
Sorrow,  pain,  and  loss  of  our  bodies  to  rent. 
To  cure  a  few,  to  help  many,  to  comfort  all. 
This  is  the  good  doctor's  call. 

This  poem  was  written  for  Willard  C.  Goley.  M.D.,  who  was  my 
family  physician  and  first  role  model  as  a  physician. 


From  Department  of  Pediatrics,  University  of  Louisville  Scliool  of  Medicine   Louisville 
KY  40292. 
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PHYSICIANS, 

SCHEDULE 

SOME  TIME  FOR 

YOUR  country: 

Many  physicians  would 
like  to  devote  some  time  to  their 
country  in  a  local  Army  Reserve 
unit-  We  know  that  making  a 
weekend  commitment  can  be 
difficult  for  most  physicians.  So  it 
is  practical  for  the  Army  Reserve 
units  to  be  flexible  about  time. 
It's  worth  discussing. 

Incidentally,  in  addition 
to  satisfying  your  own  desire  to 
serve  your  country,  there  are 
exceptional  opportunities  to  do 
something  totally  different  from 
a  day-to-day  routine.  Oppor- 
tunities to  study  new  areas  of 
medicine,  meet  new  people  in 
your  specialty,  and  be  a  part  of 
one  of  the  world's  most  advanced 
medical  teams. 

Discuss  the  opportunities 
with  our  Army  Medical  Person- 
nel Counselor. 


FOR 

SURGEONS 

LOOKING  FOR 

ACHAUENGE. 

Ydur  thallcngc  could  be  the 
Army  Reserve  unit  near  you.  It's  a 
unit  ihat  requires  the  services  of 
surgeons 

You  may  wish  to  explore  the 
challenge  of  teaching  in  a  major 
medical  center    You  may  wish  to 
explore  the  special  challenges  of  your 
specialty  in  triage    Certainly  you'll  be 
confronted  by  challenges  very 
different  from  your  daily  routine 

You'll  also  have  an  opportunity 
to  participate  in  a  number  of  pro- 
grams in  which  you'll  be  able  to 
exchange  views  and  information  with 
other  surgeons  from  all  over  the 
country. 

The  Army  Reserve  understands 
the  time  demands  on  a  busy  physi- 
cian, so  you  can  count  on  us  to  be 
totally  flexible  in  making  time  for  you 
to  share  your  specialty  with  your 
country    We'll  arrange  vour  training 
program  to  work  with  your  practice 

To  find  out  about  the  benefits  of 
serving  with  a  nearby  Army  Reserve 
unit,  we  recommend  you  call  our 
Army  Medical  Personnel  Counselor 


HERE'S  ONE  DOCTOR 

WHO  WON'T  PAY 

HIS  MALPRACTICE 

PREMIUMS  THIS  YEAR. 

I  he  Army  covers  his  premiums 
Since  he'sanArmyPhysician.  there  are 
a  lotofworries  associated  with  private 
practice  thai  he  won't  have  to  con  tend 
with  Like  excessive  paperwork,  and  the 
overhead  costs  incurred  in  running  a 
privatepracticc. 

What  hewillget  is  a  highly  challeng- 
ing, highly  rewarding  experience  The 
Armyoffers  varied  assignments, 
chances  to  specialize,  or  further  your 
education,  and  towork  witha  teamof 
dedicated  health  care  professionals. 
Plus  a  generous  benefits  package 

If  you 're  interested  in  practicing  high 
qualiiyhealthcarc  with  a  minimum  of 
administrative  burdens,  examine  Army 
medicine  Talk  to  your  local  Army 
Medical  Department  Counselor  for 
moreinfiirni.fritni 

ARMY  MEDICINE. 
BEAUYOUCANBE. 


PHYSICIANSJHERE 

ARE  TWO  KINDS 

OF  FLEXIBILITY  IN 

THE  ARMY  RESERVE 

WE  THINK  YOU'LL  LIKE. 

One,  time.  We  know  how 
tough  It  is  for  a  busy  physician 
to  make  weekend  time  commit- 
ments. So  we  offer  flexible 
training  programs  that  allow  a 
physician  to  share  some  time 
with  his  or  her  country  We 
arrange  a  schedule  to  suit  your 
requirements. 

Two,  the  opportunity  to 
explore  othet  phases  of  medi- 
cine, to  add  a  different  kind  of 
knowledge— the  challenge  of 
military  health  care.  It's  a  flexi- 
bility which  could  prove  to  be 
both  stimulating  and  reward- 
ing, with  the  oppornjniry  to 
participate  in  a  vanery  of 
programs  that  can  put  you  in 
contact  with  medical  leaders 
from  all  over  the  country. 

See  how  flexible  we  can 
be,  call  our  Army  Medical 
Personnel  Counselor. 


ARMY  RESERVE. 
BEAUYOUCANBE. 


MAJOR  OPPORTUNITIES  FOR 
HEALTH  PROFESSIONALS. 


Army  Medicine 
Federal  Office  BIdg. 

P.O.  Box  10167 

Richmond,  VA  23240 

Call  collect:  (804)  771-2354 

Army  Reserve  Medicine 

2634  Chapel  Hill  Blvd. 

Suite  205 

Durham,  NC  27707 

Call  collect:  (919)  493-1364 
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OFFICIAL  CALL 
HOUSE  OF  DELEGATES 

HOUSE  OF  DELEGATES 

Meetings  Scheduled 


Notice  to:  Delegates,  Alternate  Delegates,  Officials  of  the 
North  Carolina  Medical  Society,  and  Presidents  and  Secre- 
taries of  county  medical  societies. 

Sessions  of  the  HOUSE  OF  DELEGATES  will  convene  in 
the  Cardinal  Ballroom,  Pinehurst  Hotel,  Pinehurst,  North 
Carolina,  at  the  following  times: 

Thursday,  April  30,  1987  —  9:30  a.m.  —  Opening  Session 
Saturday,  May  2,  1987  —  2:00  p.m.  —  Second  Session 

A  member  of  the  CREDENTIALS  COMMITTEE  will  be  present  at  the  Desli  in  the 
West  Lobby,  Wednesday,  April  29,  1987,  3:00  p.m.  to  5:00  p.m.,  and  Thursday,  April 
30,  1987,  8:30  a.m.  to  10:00  a.m.  to  certify  Delegates.  Delegates  are  urged  to  bring 
their  Credential  Cards  for  presentation  at  the  Registration  Desk.  Delegate  Badges  must 
be  worn  to  be  seated  in  the  HOUSE  OF  DELEGATES. 


REFERENCE  COMMITTEE 
HEARINGS 


Reference  Committee  hearings  are  scheduled  to 
begin  Thursday,  April  30,  1987,  at  2:00  p.m. 


JOHN  W.  FOUST,  M.D.,  President 

HENRY  J.  CARR,  JR.,  M.D.,  President-Elect 

T.  REGINALD  HARRIS,  M.D.,  Speaker 

JOHN  A.  FOGG,  M.D.,  Vice-Speaker 

JOHN  T.  DEES,  M.D.,  Secretary 

GEORGE  E.  MOORE,  Executive  Vice-President 
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SDlromate  /^M= 

with  plotter 


We  Got  small  to  Ploy  BIG. 


A  Toast 
to  Our  New 
Transducer 


Place  the  whole  transducer  in  sterilizing  solution. 
No  need  to  disassemble!  No  tubing!  No  piping!      ' 
Ifs  as  easy  as  dropping  on  olive  into  a  martini. 

Small  and  Light 

Accuracy  and  lunch-box-like  portability  make 
the  AS-500  perfect  In  any  setting-hospital 
office,  or  industrial. 

Two  Spirometers  in  One 

When  the  unit  Is  disconnected  from  its  plotter, 
the  AS-500  works  as  a  single  test  screener  with 
a  built-  in  printer. 


L 


Gonvenient  and  \/^rsatile 

An  easy-to-read  LCD  gives  spirograms  for  instant 
-    analysis  and  instructional  messages  for  better 
patient  prompting.  Easy  automatic  calibration 
assures  ±  3%  accuracy,  and  triggering  can  be 
either  automatic  or  manual. 

BIG  Capabilities 

Best-test  selection  (1-9  tests),  pre  and  post  BD 
capability  flow  volume  loops,  patient-record 
formats, a  sophisticated  array  of  diagnostic 
interpretations  with  accompanying  comm- 
ents, a  VC  test,  and  a  12-second  MW  test 
make  this  an  all  encompassing  portable 
spirometer. 

Vbst  capabilities  in  a  diminutive  package  at 
an  Infinitesimal  price  offer  compelling 
reasons  to  take  a  closer  look  at  the  AS-500. 

Yes,  BIG  indeed. 

And,  of  course,  it  meets  all  the  ATS  standards. 


AS-300:  A  younger  family  member  which  performs  many  of  the  functions 
j^         of  the  AS-500  at  an  even  more  affordable  price. 


LEWIS  MEDICAL  

INSTRUMENTS  INC. 

Precision  Instruments  to  the 
health  profession  for  over  20  yeors 


(301)  984-611 2 -Washington,  D.C. 
(301)444-7977  — Baltimore,  Maryland 
(804)  644-8024- Virginia 
(919)  848-4333 -North  Carolina 
(215)  922-4966  -  Pennsylvania 


SOCIOECONOMICS 


Recent  Changes  in  Physician- 
CEO 


Thomas  P.  Weil,  Ph.D. 


The  seeds  of  far-reaching  changes  in 

response  to  economic  pressures  can  be  found 

inside  the  health  care  industry. 


Physician-hospital  chief  executive  officer  (CEO)  relation- 
ships have  undergone  significant  change  in  the  past  several 
years,  primarily  as  a  result  of  the  passage  of  federal  and 
state  health  care  cost  containment  measures  that  have  had 
these  major  impacts; 

•  Stabilized  hospital  Medicare  expenditures  by  devel- 
oping a  prospective  payment,  diagnosis  related  grouping 
(DRG),  price-oriented  reimbursement  methodology  that 
provides  incentives  for  ambulatory  care  services,  and  de- 
creases inpatient  average  lengths  of  stay  and  ancillary  uti- 
lization. 

•  Froze  physician  Medicare  fees  for  nearly  three  years 
and  placed  them  under  federal  controls  beginning  in  1987. 

•  Developed  more  regulations  (e.g.,  peer  review  orga- 
nizations), and  yet  encouraged  more  competition  between 
physicians  and  hospitals,  among  hospitals,  and  among  phy- 
sicians —  a  situation  that  has  in  turn  generated  increased 
enrollment  in  alternate  health  care  delivery  systems  such  as 
health  maintenance  organizations  (HMOs)  and  preferred 
provider  organizations  (PPOs). 

•  Modified  some  reimbursement  incentives,  with  increas- 
ing limitations  on  third-party  coverage,  thereby  sometimes 
changing  how  health  care  is  delivered.  This  assumes  there 
is  agreement  that  the  "money  stream"  has  a  direct  impact 
on  which,  how,  where,  and  to  whom  services  are  provided. 

•  Placed  increased  and  in  some  cases  different  emphasis 
on  ways  of  managing  such  health  care  cost  containment 
measures  as  quality  assurance,  utilization  review,  case  mix 
management,  resources  allocation,  and  productivity  moni- 
toring. 

•  Reduced  many  states'  Medicaid  expenditures  by  tight- 
ening eligibility  requirements,  narrowing  the  scope  of  ben- 
efits available,  and  implementing  increasingly  lower  fees- 
rates  relative  to  usual  and  customary  community  physician 

From  Bedford  Health  Associates,  Inc.,  Management  Consultants 
for  Health  and  Hospital  Services,  Asheville  28801. 
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charges,  and,  as  a  result,  generated  a  rise  in  the  number  of 
persons  who  are  uninsured. 

This  paper  focuses  on  why  the  relationships  between  phy- 
sicians and  hospital  CEOs  are  changing;  why  external,  in- 
stitutional, and  office  practice  trends  can  be  expected  to 
exacerbate  any  organizational  rifts  in  the  next  few  years; 
and,  finally,  how  hospital  trustees  can  ensure  the  clinical 
and  management  leadership  and  the  policy  direction  needed 
in  this  era  when  opportunities  for  major  changes  are  still  so 
readily  available.  The  assumptions  with  which  I  begin  this 
analysis  are;  (a)  the  physician  and  the  hospital  administrator 
are  nol  natural  adversaries,  since  each  has  a  major  depen- 
dency on  the  other;  (b)  new  environmental  forces  are  re- 
quiring doctors  and  hospital  management  to  work  more 
closely  together;  (c)  power  in  many  hospitals  is  shifting 
increasingly  from  the  medical  staff  members  to  the  CEO; 
and  (d)  most  important  of  all,  if  there  is  understanding  (not 
necessarily  assent)  of  what  is  occurring  around  us  in  medical 
staff/administrator  relationships,  then  institutions  will  ex- 
pend their  energies  to  implement  the  necessary  changes. 

External  Factors 

There  are  a  large  number  of  external  factors  that  are  ac- 
celerating the  current  unrest  between  physicians  and  hospital 
CEOs.  Possibly  the  most  quantifiable  are  the  U.S.  health 
expenditure's  rise  from  8.6%  of  the  gross  national  product 
in  1975  to  10.6%  in  1986,  and  hospitals'  claim  of  a  sig- 
nificant percentage  of  the  nation's  total  health  care  dollars 
(44.9%  in  1986).'  This  is  in  spite  of  the  fact  that  the  number 
of  physicians  in  practice  in  the  United  States  has  increased 
from  377,000  in  1975  to  nearly  450,000  in  1980.  This 
number  is  projected  to  rise  to  nearly  600,000  by  the  end  of 
this  decade.-  Considering  that  among  those  starting  to  prac- 
tice in  the  1990s  will  be  the  16,400  admitted  to  medical 
school  in  1986,  the  U.S.  will  have  one  actively  practicing 


ll 


doctor  per  400  persons  within  three  years.  One-third  of  the 
physicians  practicing  in  1990  will  have  completed  their  re- 
sidency training  in  the  1980s.  The.se  quantitative  data  would 
suggest  that  the  current  oversupply  of  physicians  will  only 
intensify,  and  this  finding  has  a  number  of  implications. 

There  is  increasing  evidence  that,  beyond  a  minimum 
number,  more  physicians  in  a  service  area  decrease  both 
inpatient  hospital  utilization-'  and  the  number  of  emergency 
room  visits.  The  greater  supply  of  qualified  physician  serv- 
ices will  continue  to  decrease  the  number  of  inpatient  ad- 
missions and  days,  forcing  the  hospital's  management  team 
to  be  more  aggressive  in  marketing  institution  based  services 
that  are  frequently  in  competition  with  the  medical  staff's 
office  practice. 

Many  of  the  nation's  teaching  hospitals/medical  schools 
are  becoming  more  aggressive  in  establishing  referral  pat- 
terns as  they  are  being  adversely  affected  by  the  reductions 
in  research  and  training  grants,  and  as  their  former  residents 
are  providing  more  sophisticated  procedures  at  community 
hospitals  —  procedures  which  were  previously  performed 
only  at  university  referral  centers.  Meanwhile,  managers  of 
community  hospitals  are  pressing  their  medical  staffs  for 
more  paying  admissions  and  seeking  ways  to  minimize  the 
number  of  referrals  to  teaching  hospitals.  The  conflict  be- 
tween "town"  and  "gown"  may  well  intensify  in  the  next 
few  years  as  both  struggle  to  obtain  a  greater  slice  of  a 
shrinking  market. 

Physicians  and  hospital  administrators  are  often  confused 
about  how  to  react  to  the  increasing  competition  between 
not-for-profit  and  investor-owned  organizations.  On  one 
hand,  most  medical  staff  members  are  opposed  to  hospitals 
broadening  their  program  or  service  base  in  ways  that  ad- 
versely affect  the  private  practice  of  medicine.  On  the  other 
hand,  doctors  are  witnessing  a  sizeable  and  significant  de- 
velopment of  investor-owned  primary,  urgi-,  emergi-,  and 
ambulatory  surgery  centers,  imaging  centers,  and  other  fa- 
cilities where  the  ownership  may  be  by  physicians,  another 
hospital,  or  outside  entrepreneurs.  In  some  cases  these  fa- 
cilities have  a  direct  impact  on  the  doctor's  office  practice. 
The  conflict  becomes  even  more  difficult  to  resolve  if  power 
brokers  on  the  hospital's  medical  staff  are  prime  leaders  in 
the  development  of  the  investor-owned  service  without  hos- 
pital participation,  and  if  the  venture  is  in  direct  competition 
with  what  the  acute-care  facility  has  traditionally  provided 
(e.g.,  ambulatoiy  surgery). The  next  few  years  may  well 
witness  the  most  difficult  of  times  for  hospital/medical  staff 
relationships  because  of  a  decrease  in  the  available  health 
care  dollar,  coupled  with  fiscal  constraints  on  acute-care 
institutions,  and  conflicts  in  determining  equitable  reim- 
bursement for  physician  services.  What  could  potentially  be 
the  most  trying  is  the  rolling  of  physicians'  fees  into  the 
Medicare  DRG  rate,"  and  an  increasing  number  of  admin- 
istrators and  doctors  having  to  negotiate  fee-for-service  or 
capitation  rates  for  providing  specific  care. 


Internal  Factors 

The  physician/hospital  CEO  relationship  also  needs  to  be 
turther  discussed  in  terms  of  a  number  of  major  internally- 
oriented  changes  that  are  occurring.  Possibly  the  most  strik- 
ing changes  in  the  past  several  years  stem  from  the  incen- 
tives inherent  in  most  of  the  current  third-party  reimburse- 
ment plans.  They  have  forced  a  reduction  in  the  average 
length  of  hospital  stay;  they  have  encouraged  the  use  of 
ambulatory  rather  than  inpatient  ancillary  services,  more 
critical  evaluation  of  expensive  equipment  and  supplies,  and 
the  development  of  clinical  protocols  by  DRG  to  reduce  the 
scope  of  routine  orders  by  physicians  on  admission;  and 
they  have  placed  an  emphasis  on  productivity,  which  in 
labor-intensive  industries  translates  into  a  reduction  in  the 
number  of  full-time  equivalent  employees. 

The  declining  average  daily  in  patient  census  could  well 
result  in  friction  between  physicians  and  hospital  CEOs  in 
a  number  of  other  ways:  (a)  acute-care  institutions  will  focus 
on  increasing  their  admissions  in  reaction  to  the  reduction 
of  the  average  length  of  hospital  stay,  and  many  of  the 
strategies  used  will  be  perceived  as  competition  with  indi- 
vidual physicians  or  other  facilities;  (b)  hospitals  are  de- 
veloping more  sophisticated,  integrated,  and  coordinated 
clinical-fiscal-management  information  systems  that,  as  ad- 
ministrators choose  doctors  who  are  DRG  "winners"  or 
"losers,"  are  perceived  by  physicians  as  starting  to  control 
the  individual  practice  of  medicine;  (c)  hospitals  are  reduc- 
ing the  number  of  full-time  equivalent  employees,  when 
there  is  already  some  substance  to  the  argument  that  patient 
care  is  adversely  affected;  (d)  hospitals  need  to  mobilize 
their  resources  so  that  they  are  both  high  tech  and  high 
touch,  a  difficult  concept  for  many  hospitals  to  implement; 
and  (e)  many  new  joint  ventures  will  be  consummated,  but 
with  the  focus  on  who  controls  the  enterprise  and  how  the 
revenues  are  to  be  divided  between  the  participating  phy- 
sicians and  the  hospital.  Decreasing  average  daily  census 
not  only  will  intensify  conflict  between  the  medical  staff 
and  the  hospital  CEO,  but  also  can  result  in  further  cor- 
poratization. 

The  traditional  relationship  between  the  medical  staff 
leader  and  the  hospital  CEO  may  become  more  blurred 
because  of  the  following  factors:  the  greying  of  actual  man- 
agement philosophies  between  the  not-for-profit  and  inves- 
tor-owned endeavors;  the  decline  in  the  number  of  free- 
standing institutions  and  the  development  of  multi-hospital 
systems  or,  preferably,  multi-level  health  care  corporations; 
and  institutional  corporate  restructuring  and  unbundling  into 
holding  companies  with  not-for-profit  and  for-profit  sub- 
sidiaries. In  fact,  an  increasing  number  of  physicians  are 
concerned  about  a  facility  or  a  specific  clinical  service  being 
closed:  about  working  with  a  hospital  CEO  who,  more  often 
now  than  a  decade  ago,  is  reporting  to  a  senior  corporate 
official  many  miles  away;  and  about  the  not-for-profit  hos- 
pital having  to  emulate  some  of  the  social  values*' "  of  the 
investor-owned  facility  in  order  to  survive. 


If: 


NCMJ  /  March  1987.  Volume  48.  Number  3     149 


Although  there  is  blurring  today  between  the  not-for- 
profit  and  investor-owned  facilities  in  terms  of  the  objective 
to  improve  the  institution's  bottom  line,  there  is  still  concern 
over  whether  the  mission  of  a  hospital  is  to  meet  community 
health  care  needs  or  to  maximize  the  stockholders"  return 
on  investment.'  There  is  increasing  evidence  that  low-in- 
come and  uninsured  patients  are  having  more  difficulty  ob- 
taining care:  there  is  already  some  rationing  under  way  of 
expensive  tertiary-type  services;  and,  certainly,  an  increas- 
ing percentage  of  the  cost  of  health  care  is  being  borne  by 
the  patient,  whether  in  terms  of  dollars  or  of  the  family's 
increased  assistance  during  the  convalescent  period  because 
of  a  shorter  hospital  stay. 

Physicians,  like  hospitals,  are  struggling  to  retain  their 
traditional  revenue  stream,  and  are  finding  it  increasingly 
difficult  to  maintain  the  same  standard  of  living  experienced 
by  most  doctors  just  a  decade  ago.  Although  in  the  1971- 
1981  period  there  was  a  12.0%  per  annum  increase  in  per 
capita  expenditure  for  physicians'  services  in  the  United 
States,  and  by  the  end  of  that  period  doctors  had  an  average 
gross  income  of  $167,000  per  year,  the  average  net  income 
from  medical  practice  per  physician  (adjusted  by  the  U.S. 
Department  of  Commerce  fixed-weight  price  index  for  per- 
sonal consumption  expenditures)  was  marginally  less  in  1981 
than  in  1971  (table  1).  Although  there  is  public  criticism 
that  physicians'  fees  or  their  incomes  are  too  high,  the 
consumer  price  index  (CPI)  for  physicians'  services  (de- 
flated by  the  fixed-weight  price  index  for  personal  con- 


sumption expenditures)  has  increased  only  1 .0%  per  annum 
between  1971  and  1981.  More  recent  data"  illustrate  that 
the  average  practicing  doctor  has  declining  purchasing  power, 
and  that  there  is  a  sense  among  many  physicians  that  a 
number  of  organizational-fiscal  changes  are  already  on  their 
way,  as  so  vividly  publicized  by  the  recent  rise  in  mal- 
practice premiums. 


Who  Is  in  Charge?' 

Much  has  been  written  in  the  past  about  the  appropriate 
interaction  of  the  governing  board,  medical  staff,  and  man- 
agement in  the  most  effective  and  efficient  operation  of  a 
hospital.  The  implementation  of  multi-level  health  care  sys- 
tems responsible  for  several  hospitals  in  a  region,  and  joint 
ventures  between  institutions  and  physicians,  will  result  in 
analyses  of  where  resources  are  and  who  obtains  them  in  a 
shrinking  marketplace.  CEOs  will  be  most  vulnerable  to  the 
problems  inherent  in  attempting  to  meet  physicians"  needs 
by  expending  resources  while  simultaneously  creating  a  fis- 
cal operating  gain,  thereby  enjoying  the  confidence  of  the 
local  governing  board  or  central  offices  —  a  fine  balance 
to  maintain.  To  improve  their  relationships  with  physicians, 
health  care  CEOs  will  need  to  be  particularly  credible,  en- 
thusiastic, analytic,  politically  savvy,  competent,  and  com- 
municative, and  yet  remember  that  they  are  in  an  industry 
with  a  social  responsibility  to  maintain  the  physical  and 


Table  1 


Average  Income  Per  Physician  and  Per  Capita  Expenditures  for  Physicians'  Services,  Nominal  and  Real,  1971  and  1981 


Selected  Variables 


Year 


1971 


1981 


Per  capita  expenditures  for  physicians'  services'  $        75  $        234 

Per  capita  expenditures  for  physicians'  services  deflated  by  the 

consumer  price  index  for  physicians'  sen/ices  $        58  $  78 

Average  gross  income  per  physician'"  $74,197  $167,000 

Average  gross  income  per  physician  deflated  by  the  consumer 

price  index  for  physicians' services  $57,163  $55,853 

Average  total  lax  deductible  professional  expense  per  physician'  $28,919  $  74^000 

Average  total  tax  deductible  professional  expense  per  physician 

deflated  by  the  fixed-weight  price  index  for  personal 

consumption  expenditures^  $29,937  $36,616 

Average  net  income  from  medical  practice  per  physician  $45,278  $  93,000 

Average  net  income  from  medical  practice  per  physician  deflated 

by  the  fixed-weight  price  index  for  personal  consumption 

expenditures^  $46,872  $  46,017 

Consumer  price  index  for  physicians' services  (1967  =  100.0)  129.8  299.0 

Fixed-weight  pnce  index  for  personal  consumption  expenditures 

(1972  =   100,0)=  96.6  202.1 

Consumer  Price  Index  for  physicians'  services  deflated  by  fixed- 
weight  price  index  for  personal  consumption  expenditures^  134.4  147.9 


Average  Annual 
Percent  Change 


12.0% 


3.0 
8.5 


-0.2 
9.9 


2.0 
7.5 


-0.2 
8.7 


7.7 
1.0 


'  Gibson  RIVI  and  Waldo  DR  National  Health  Expenditures.  1981    1982:  Health  Care  Financing  Rev.  September 
2  American  Medical  Association  Prollle  of  Medical  Practice,  1 981 ,  and  SMS  Report,  1 982;  AMA  Center  for  Health  Policy  Research, 
=  The  lixed-weighl  price  index  lor  personal  consumption  expenditures  Is  reported  in  Bureau  ol  Economic  Analysis.  Survey  of  Current  Business,  US, 
Department  ot  Commerce 

Source:  Freeland  MS  and  Schendler  CE.  National  health  expenditures  growth  in  the  19B0s:  an  aging  population,  new  technologies,  and  increasing  competition- 
Health  Care  Financing  Rev  1983:4:23. 
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mental  well-being  of  the  people  their  institutions  serve. 

Trustees,  to  be  effective  within  the  context  of  these  phy- 
sician-hospital CEO  changes,  will  need  to  expend  more 
effort  in  dialogue  with  medical  staff  and  management  rep- 
resentatives in  evaluating  how  the  facility's  resources  can 
best  fit  into  the  region's  health  care  delivery  system,  and 
yet  allow  each  of  the  parties  to  these  discussions 
to  remain  fiscally  viable.  To  have  trustees  dictating  major 
policy  decisions  to  the  medical  staff  is  no  longer  tolerable 
in  this  competitive  and  regulatory  environment.  Trustees 
with  leadership  skills  and  insight  frequently  have  other 
professional  or  personal  commitments  that  too  often  do  not 
allow  them  the  appreciable  amount  of  time  that  it  takes  to 
work  with  a  medical  staff.  One  dinner  meeting  between  key 
members  of  the  governing  board  and  medical  staff  on  a 
crucial  decision  cannot  bring  about  the  rapport  and  joint 
effort  that  are  so  often  required. 

Governing  boards,  to  shape  the  appropriate  physician- 
CEO  relationships  of  the  future,  will  be  focusing  more  on 
developing  regional  multi-level  health  care  delivery  systems 
and  alternate  prepaid  health  insurance  programs  (e.g.,  HMOs, 
PPOs,  and  independent  practice  associations).  The  current 
competitive  environment  has  provided  the  opportunity  to 
reshape  the  health  care  system  with  an  emphasis  on  both 
regionalization  and  allowing  employees-employers  a  greater 
selection  of  types  of  health  insurance  coverage. 

Joint  ventures  between  physicians  and  hospitals  require 
trustees  to  consider  doctors  partners  with  the  hospital.  This 
kind  of  endeavor  often  requires  trustees  to  make  major  de- 
cisions with  counsel  from  the  management  team  within  a 
shorter  time-frame  than  in  the  past.  Since  these  undertakings 
are  also  frequently  more  complex  in  their  organizational 
structure  and  financing,  the  board's  final  determination  of 
whether  or  not  to  proceed  is  frequently  made  by  a  smaller 
number  of  doctors,  trustees,  and  the  management  team. 

Governing  boards  may  have  the  most  difficulty  in  re- 
solving changes  in  the  physician-hospital  CEO  relationship 
that  concern  some  of  the  more  clinical  aspects  of  a  hospital, 
such  as  quality  assurance,  the  appropriate  care  of  the  un- 
insured, and  needed  justification  for  expending  limited  cap- 
ital funds  for  new  technology.  There  is  in  the  larger  hospitals 
a  trend  toward  appointing  a  physician  on  a  part-  or  full-time 
basis  to  serve  as  a  kind  of  vice  president  of  medical  affairs, 
and  this  can  be  expected  to  occur  more  frequently  in  the 
future.  Experience  throughout  the  world  has  illustrated  that 
as  the  health  care  system  relies  increasingly  on  public  rather 
than  private  financing  for  its  operating  and  capital  revenues, 
physicians  become  a  more  integral  part  of  the  management 
team.  It  can  be  anticipated  that  for  the  types  of  decisions 
that  have  significant  clinical  overtones  that  may  be  more 
critical  in  the  years  to  come,  salaried  physicians  (maybe 
part-time  while  chief  of  staff)  will  be  a  prevalent  pattern, 
the  timetable  dependent  on  the  rolling  of  the  physicians' 
fees  into  the  hospital's  DRG  rates  or  some  similar  approach. 
What  we  will  see  more  often  as  a  result  of  these  physician- 


hospital  CEO  changes  is  a  utilization  of  the  joint  conference 
committee,  or  meetings  of  the  executive  committees  of  the 
governing  board  and  medical  staff,  as  possibly  the  real  final 
sounding  board  for  a  proposal.  In  many  ways,  the  final 
governing  board  action  will  be  perfunctory.  To  make  that 
type  of  organizational  structure  function,  hospitals  are  going 
to  need  more  joint  trustee-MD  committees  that  act  as 
"working  parties"  (not  to  be  considered  a  new  management 
concept)  to  analyze  in  detail  rather  broad  topics.  The  ad- 
vantage of  trustees  and  MDs  working  concurrently  and  jointly 
at  the  outset  on  a  major  decision  is  the  combination  of  policy 
and  clinical  expertise  that  should  allow  the  decision-making 
process  to  proceed  more  effectively  and  with  greater  pre- 
cision. 

The  changes  that  are  occurring  in  the  health  care  system, 
and  therefore  in  physician-hospital  CEO  relationships,  not 
only  provide  an  opportunity  to  organize  the  health  care 
system  with  more  multi-level  integration  and  alternate  health 
care  plans  attuned  to  the  needs  of  the  region,  but  also  allow 
for  governing  board-medical  staff-management  teams  to 
reevaluate  their  own  decision-making  processes.  More  in- 
tensive dialogue,  more  experience  with  joint  ventures,  and 
the  appointment  of  physicians  as  members  of  the  manage- 
ment team  will  be  critical  in  meeting  these  changes  in  in- 
creasingly competitive  and  regulatory  times;  but  probably 
the  most  promising  technique  is  the  establishment  of  more 
trustee-MD-management  "working  parties"  that  utilize  the 
knowledge  and  skills  of  committee  members  to  arrive  at 
answers  that  meet  the  needs  of  the  community  and  the  health 
care  providers,  at  the  same  time  minimizing  the  self-interest 
of  those  involved  in  providing  high-quality  patient  care  to 
the  region.  ■ 
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TOXIC         ENCOUNTERS 


My  Kingdom  for  a  Fix 

"T's  and  Blues"  —  Was  and  Is 


Ronald  B.  Mack,  M.D. 


Richard  III  has  always  been  my  favorite  king.  You  say  you 
don't  have  one  and  don't  want  one!  Why  not,  it's  a  harmless 
indulgence  and  many  of  those  historical  figures  have  qual- 
ities that  are  worthy  of  emulation.  For  example,  like  me, 
Richard  was  short,  tough,  mean,  ambitious  and  had  the  kind 
of  face  that  did  not  attract  groupies.  1  like  that  in  a  man,  I 
can  relate  to  that.  He  said,  "That  dogs  bark  at  me  as  I  halt 
by  them  .  .  .  and  therefore,  since  I  cannot  prove  a  lover  to 
entertain  these  four  well-spoken  days,  I  am  determined  to 
prove  a  villain.  .  .  ."'  At  the  end  of  his  life,  at  the  Battle 
of  Bosworth  Field,  he  is  knocked  off  his  horse  in  the  middle 
of  the  battle,  and  instead  of  asking  for  a  corpsman  or  med- 
evac  chopper  he  exclaims:  "A  horse!  A  horse!  My  kingdom 
for  a  horse . ' '  There  are  apparently  some  opiate  junkies  who 
would  trade  their  kingdoms  for  some  "T's  and  Blues." 

To  be  honest,  I  thought  we  had  seen  the  last  of  "T's  and 
Blues"  because  of  the  recent  formula  change  of  pentazo- 
cine. But  I  am  getting  ahead  of  the  story,  more  about  the 
resurgence  later. 

"T's  and  Blues"  refers  to  the  combination  of  two  drugs, 
pentazocine  (Talwin)  and  tripelennamine  (Pyribenzamine); 
the  latter  is  available  in  the  form  of  blue  tablets.  Why  would 
anyone  want  to  take  this  mixture,  is  it  for  people  with  bad 
pain  and  a  dripping  nose  from  whatever,  ragweed  for  in- 
stance? Nay,  nay,  it  is  a  heroin-like  substiuite  used  by  opiate 
addicted  unfortunates  who  cannot  score  heroin  because  it  is 
difficult  to  obtain  or  too  expensive  or  who  prefer  this  com- 
bination to  heroin  or  any  other  opiate.  "T's  and  Blues"  are 
considerably  cheaper  to  use  than  heroin. 

Pentazocine  (Talwin)  was  originally  synthesized  in  an 
attempt  to  produce  an  analgesic  that  would  be  effective  but 
lack  abuse  potential.  =  So  much  for  good  intentions!!  The 
central  nervous  system  (CNS)  effects  of  this  drug  are  similar 
to  those  of  other  morphine-like  opioids,  vis-a-vis  sedation, 
analgesia  and  respiratory  depression.  It  is  well  absorbed 
from  the  gastrointestinal  tract  as  well  as  from  subcutaneous 
and  intramuscular  sites.  Peak  plasma  values  occur  15  min- 
utes to  one  hour  after  intramuscular  administration  and  one 
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to  three  hours  after  oral  administration.  The  first  pass  me- 
tabolism in  the  liver,  when  the  drug  is  ingested,  is  formi- 
dable, and  a  bit  less  than  20%  ultimately  enters  the  systemic 
circulation.  The  plasma  half-life  is  two  to  three  hours.  As 
you  might  imagine,  pentazocine  is  metabolized  in  the  liver 
and  the  metabolic  products  are  excreted  in  the  urine.  There 
is  the  interesting  finding  that  the  rate  of  metabolism  of  this 
drug  varies  between  individuals,  accounting  for  the  varia- 
bility in  analgesia.  Speaking  of  analgesia,  30  to  60  mg  of 
pentazocine  parenterally  is  equivalent,  generally,  in  anal- 
gesic affect,  to  10  mg  of  morphine.  This  drug,  in  terms  of 
its  peak  effect,  is  about  one-fourth  as  potent  orally  as  par- 
enterally, and  as  an  analgesic,  only  one-third  as  potent  orally 
as  parenterally. 

Tripelennamine  is  an  H,  blocking  agent  (AKA  antihis- 
tamine) better  known  as  pyrabenzamine.'  This  drug  is  an 
ethylenediamine  type  of  antihistamine  available  in  tablet  and 
syrup  form  and  is  meant  to  be  administered  orally.  When 
ingested,  this  drug  is  rapidly  absorbed  from  the  gastroin- 
testinal tract  with  therapeutic  effects  beginning  in  15-30 
minutes  and  lasting  four  to  six  hours.  It  is  widely  distributed 
in  the  body  including  the  central  nervous  system. 

H|  blockers,  in  general,  share  many  pharmacologic  prop- 
erties. These  include  inhibiting  the  response  of  histamine, 
which  can  cause  constriction  of  smooth  muscle  —  e.g., 
gastrointestinal  and  respiratory  systems  and  the  vascular 
system  —  as  well  as  antagonize  the  action  of  histamine  that 
causes  increased  capillary  permeability  with  subsequent  for- 
mation of  edema.  H,  blockers  can  stimulate  and  depress  the 
CNS.  The  stimulation  can  be  severe  enough  to  cause  con- 
vulsions, especially  in  young  children.  Depression  of  the 
CNS  is  a  more  typical  reaction  to  these  drugs  even  with 
therapeutic  doses.  The  more  outstanding  features  of  anti- 
histamines as  a  drug  class  is  their  ability  to  cause  atropine- 
like  anticholinergic  effects  such  as  dryness  of  the  mouth, 
mydriasis,  tachycardia,  flushing  of  the  skin,  hallucinations, 
etc.  Tripelennamine,  in  all  candor,  is  not  exactly  pristine 
in  terms  of  drug  abuse.  In  the  1960s  this  drug  was  mixed 
with  paregoric,  in  times  of  heroin  shortages,  and  was  known 
as  "blue  velvet." 

Now  that  we  know  what's  in  "T's  and  Blues"  let's  look 


and  see  why  anyone  would  want  to  combine  these  two  di^gs 
and  then  inject  them  to  produce  a  "high."  At  this  point  it 
makes  no  sense  and  when  we  look  into  the  problem  further 
it  will  make  even  less  sense.  (This,  by  the  way,  is  brought 
to  you  by  a  person  whose  idea  of  a  "high"  is  a  plate  of 
aglio  olio  con  linguine,  with  a  glass  of  Chianti.)  During  the 
mid-1970s,  apparently  during  a  period  of  relative  heroin 
drought,  some  "street  chemists"  found  that  this  mild  pain 
killer  and  this  over-the-counter  antihistamine  could  pack  a 
wallop  similar  to  "smack,"  horse,  etc.  Eitherof  these  drugs 
taken  alone  could  produce  sedation  or  anxiety,  but  taken 
together  the  combination  produces  a  euphoric  rush. 

During  this  period  in  drug  history,  the  mid  1970s,  "street" 
heroin  dropped  in  quality  as  well  as  quantity  and  this  vacuum 
was  partially  filled  by  "T's  and  Blues."  This  potentially 
lethal  combination  began  in  the  Midwest  and  spread  from 
there  to  all  parts  of  the  country;  it  seems  to  be  a  purely 
American  invention  unlike  our  imported  killers  such  as  co- 
caine, etc.  Even  when  heroin  became  more  plentiful  and  of 
better  quality  this  combination  remained  the  drug  of  choice 
for  many  users.  Why  not,  it  was  fairiy  easy  to  get,  relatively 
cheap  and  the  quality  was  usually  a  constant,  unlike  heroin 
whose  concentration  fluctuated  widely. 

The  user  mixed  the  drugs  as  follows:  one  or  two  50  mg 
pentazocine  tablets  combined  with  one  50  mg  tripelenna- 
mine  tablet.  The  tablets  are  crushed,  dissolved  in  water, 
strained  through  conon  and  injected  intravenously.  The  ef- 
fect is  an  immediate  "rush"  lasting  five  to  ten  minutes. 
The  initial  effects  are  soon  followed  by  dysphoria,  (a  well 
of  ill-being),  so  injections  are  repeated.  After  three  or  four 
such  "shoot-ups"  the  rush  may  be  followed  by  a  longer- 
lasting  feeling  of  well-being  lasting  one  or  two  hours,  which 
subsides  over  the  succeeding  two  to  four  hours. ■*  Sounds 
fantastic,  doesn't  it?  Seems  like  just  the  stuff  to  take  before 
your  spouse's  high  school  reunion  commences. 

When  the  patient  responds  adversely  to  the  "T's  and 
Blues"  infusion  the  resuhs  are  fairiy  predictable,  i.e.  signs 
and  symptoms  of  a  narcotic  overdose  plus  an  antihistamine 
overdose.  The  clinical  features  that  the  patient  experiences 
and  that  you  may  be  called  upon  to  treat  include  acute 
hypertension,  tachycardia,  arrhythmias,  respiratory  depres- 
sion (usually  less  than  from  many  of  the  narcotic  analgesics), 
stupor,  coma  and  seizures.  You  would  expect  miosis  and, 
no  surprise,  it  is  typically  present.  Pentazocine  overdose 
can  produce  the  classic  narcotic  triad  of  coma,  miosis  and 
respiratory  depression,  but  also  can  produce  seizures.  Me- 
peridine (Demerol)  and  pentazocine  (Talwin)  are  the  two 
narcotics  that  are  more  likely  to  cause  seizures  in  overdose. 
In  addition  to  this  clinical  cluster  of  adverse  features,  "T's 
and  Blues"  can  produce  headache,  blurred  vision,  dry  mouth, 
vomiting,  urinary  retention  and  hallucinations.  Long-term 
complications  include  superficial  thrombophlebitis,  skin  ab- 
scesses, skin  ulcerations,  vasculitis,  muscle  fibrosis,  talc 
granulomas  and  talc  angiothrombosis  (both  of  the  latter  from 
the  cotton  strainer,  possibly),  pulmonary  hypertension  and 
psychosis.  It  is  considered  bad  form  to  use  "T's  and  Blues" 


during  pregnancy;  it  can  cause  miscarriage  and  fetal  ad- 
diction and  newborn  withdrawal  states. 

Woe  is  me,  the  Talwin  Company  must  have  cried  (Win- 
throp  Laboratories,  a  division  of  Steriing  Drug,  Inc.)  —  who 
needs  this  aggravation,  this  bad  public  relations.  As  reported 
in  1983  inthe  Journal  of  the  American  Medical  Association, 
the  company  decided  to  reformulate  pentazocine  (Talwin) 
by  adding  naloxone  to  the  compound.  Naloxone  (Narcan) 
is  a  narcotic  antagonist  that  is  inactive  when  taken  by  mouth 
and  does  not  affect  the  safety  and  efficacy  of  pentazocine 
when  taken  orally  as  directed.  The  new  formulation  did  not 
include  pentazocine  lactate,  the  legitimate  injectable  form 
of  the  drug.-^ 

When  the  oral  form  of  pentazocine  was  reformulated  with 
naloxone,  1  breathed  a  sigh  of  relief;  one  more  problem  I 
would  not  have  to  struggle  with.  Those  of  us  who  felt  that 
way  were  wrong.  Cases  of  abuse  of  "T's  and  Blues"  are 
still  being  reported  and  there  are  several  reasons  that  can 
be  offered  for  the  failure  of  naloxone  to  completely  eliminate 
the  problem.  Probably  the  major  reason  for  this  failure  has 
to  do  with  opioid  receptor  subtypes.  (Are  you  sure  you  want 
to  hear  this?)  Opioid  drug  and  peptides  bind  to  specific  sites 
in  the  brain  and  other  organs.  The  major  categories  of  re- 
ceptors, that  are  the  best  studied,  appear  to  be: 

1.  mil  f|x)  receptors  —  associated  with  supraspinal 
anesthesia,  respiratory  depression,  physical  depen- 
dence and  euphoria. 

2.  kappa  (k)  receptors  —  associated  with  spinal  anes- 
thesia, miosis  and  sedation. 

3.  Sigma  fa)  receptors  —  associated  with  hallucina- 
tions, dysphoria,  respiratory  and  vasomotor  stimula- 
tion. 


To  further  confuse  us,  pentazocine  has  both  narcotic  agonist 
and  antagonist  properties.  Thus  this  drug  has  agonist  effects 
at  the  kappa  and  sigma  receptors  but  antagonist  effects  at 
the  mu  receptor.  Naloxone,  the  narcotic  antagonist,  exerts 
its  main  effects  on  the  mu  receptor  and  may  not  antagonize 
the  agonist  actions  of  pentazocine  at  the  kappa  and  mu 
receptors.  If  you  don't  quite  grasp  all  this,  never  mind.  The 
thing  to  remember  is  that  a  difference  in  receptor  binding 
may  account  for  the  failure  of  the  pentazocine-naloxone 
combination  to  block  the  effect  of  "T's  and  Blues."  In 
other  words,  the  unopposed  action  of  pentazocine  at  the 
sigma  receptor  may  be  important  in  the  drug's  ability  to 
alter  mood  and  that's  the  name  of  the  game  —  to  produce, 
in  the  user,  a  mood-altering  experience. 

Other  reasons  given  for  the  failure  of  pentazocine-nalox- 
one reformulation  to  solve  the  "T's  and  Blues"  abuse  prob- 
lem include:  ( 1 )  naloxone  has  a  very  short  half  life;  pen- 
tazocine's TV,  is  longer  —  the  user  could  wait  till  the 
naloxone  effect  wears  off  and  then  "Beam  me  up  Scotty"; 
(2)  tripelennamine  may  have  "high"  producing  qualities 
not  related  to  its  anticholinergic  or  antihistamine  actions.  It 
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may  even  be  able  to  act  at  opioid  receptors  and  may  be  only 
partially  blocked  by  naloxone.'' 

For  whatever  reason,  "T's  and  Blues'"  abuse  is  not  to 
be  spoken  of  in  the  past  tense  as  yet.  If  you  see  a  patient 
who  you  believe  has  overdosed  on  this  combination,  the 
treatment  should  include  supporting  the  cardiac  and  respi- 
ratory functions  of  the  patient  of  course.  The  antidote  for 
pentazocine  overdose  is  naloxone  (adults:  IV  0.4  to  2.0  mg 
initially;  children:  IV  0.1  mg/kg  initially)  repeated  as  needed. 
It  is  important  to  emphasize  here  that  much  higher  than 
usual  doses  of  naloxone  may  be  needed  to  reverse  the  ad- 
verse effects  of  pentazocine.  In  general,  large  doses  of  na- 
loxone have  been  given  without  evil  effects.  In  severe  cases 
physostigmine  can  be  given  to  overcome  the  anticholinergic 
effects  of  tripelennamine.  Indications  for  physostigmine  use 
include:  severe  hallucinations,  hypertension,  arrhythmias, 
convulsions  (can  also  be  caused  by  the  pentazocine). 

In  the  second  half  of  the  1 9th  Century  Dr.  Willian  John 
Little  described  the  disease  we  know  as  cerebral  palsy;  in 
fact,  this  physical  condition  has  been  referred  to  historically 
as  "Little's  Disease."  Richard  Ill's  mother  had  a  difficult 
labor,  for  the  once  and  future  king  was  in  a  breech  pre- 
sentation and  had  to  be  delivered  by  C-section.  Dr.  Little 
believed  that  Richard  had  cerebral  palsy.'  In  spite  of  his 
physical  handicaps,  Richard  III  was  a  formidable  ruler  and 
apparently  had  a  fair  amount  of  success  with  women.  After 
he  proposes  to  the  Lady  Anne  (widow  of  the  Prince  of 
Wales)  and  she  accepts,  he  exclaims: 


Was  ever  woman  in  this  humor  wooed? 
Was  ever  woman  in  this  humor  won? 
I'll  have  her.  but  I  will  not  keep  her  long. 
What?  I  that  killed  her  husband  and  his  father 
To  take  her  in  her  heart's  extremest  hate. 
With  curses  in  her  mouth,  tears  in  her  eyes  .  . 

Did  this  dude  have  charisma  or  what?  ■ 
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National  Eye  Care  Project  Has  Toll-Free 
Helpline 

Potentially  blinding  eye  disease  can  be  treated  effectively  if 
detected  early,  a  fact  that  4,755  elderly  North  Carolina  residents 
have  discovered  through  the  National  Eye  Care  Project  (NECP). 

Volunteer  North  Carolina  ophthalmologists  have  uncovered  642 
cases  of  cataracts,  59  cases  of  glaucoma,  138  cases  of  macular 
degeneration,  and  26  cases  of  diabetic  retinopathy,  among  elderly 
North  Carolina  residents  who  have  called  the  toll-free  Helpline  — 
l-800/222-eyes  (3937)  —  to  receive  assistance  through  the  NECP. 

The  public  service,  which  offers  medical  eye  care  to  the  dis- 
advantaged elderly  at  no  out-of-pocket  cost,  is  sponsored  by  the 
North  Carolina  Society  of  Ophthalmology  and  the  Foundation  of 
the  American  Academy  of  Ophthalmology. 

The  NECP  is  available  to  U.S.  citizens  or  legal  residents,  age 
65  or  over,  who  are  not  currently  under  the  care  of  an  ophthal- 
mologist, and  who  have  not  seen  one  within  the  past  three  years. 

Since  the  North  Carolina  Helpline  opened  on  May  19,  more 
than  4,755  residents  have  called,  resulting  in  more  than  3,145 
referrals  of  elderly  patients  to  local  volunteer  eye  physicians  for 
medical  examination  and  possible  treatment  for  sight-threatening 
eye  diseases. 

More  than  140.000  elderly  Americans  have  called  the  toll-free 
helpline  number  —  1-800/222-eyes,  since  the  project  opened  in 


January.  Amazingly,  about  34%  of  those  examined  by  ophthal- 
mologists report  that  they  had  never  before  had  a  comprehensive 
medical  eye  examination.  For  another  20%,  it  had  been  more  than 
five  years  since  their  last  eye  examination. 

"We  want  elderly  people  to  know  that  failing  eyesight  in  their 
later  years  can  be  prevented  or  lessened  through  early  diagnosis 
and  treatment,"  said  John  H.  Killian,  M.D..  president  of  the  North 
Carolina  Society  of  Ophthalmology.  "We  are  now  able  to  repair 
or  even  replace  certain  parts  of  the  eye  by  using  sophisticated 
surgical  tools  and  important  new  drug  therapies." 

Periodic  medical  eye  examinations  are  particularly  important, 
said  Dr.  Killian.  to  detect  potentially  blinding  eye  disease  such  as 
glaucoma,  which  has  no  early  warning  signs.  Nationwide,  about 
1 .600  cases  of  glaucoma  have  been  diagnosed  and  treated  through 
the  project. 

After  calling  the  toll-free  Helpline,  an  elderly  person  will  be 
mailed  the  name  of  a  volunteer  ophthalmologist  who  will  treat  the 
patient,  regardless  of  his  or  her  ability  to  pay.  and  who  will  accept 
(for  this  project)  Medicare  or  insurance  assignment  as  payment  in 
full.  If  hospital  care  is  needed,  the  ophthalmologist  will  work  with 
a  local  hospital  to  make  care  available.  Hospital  charges,  eye- 
glasses and  prescription  drugs  are  not  paid  through  the  program. 

More  than  7,CXK)  ophthalmologists  are  participating  in  the  NECP. 
The  Helpline  is  open  weekdays  from  8  a.m.  to  5  p.m.  in  all  states 
(except  Hawaii,  8  to  3). I 
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Diuretic-Induced  Edema 


William  B.  BIythe,  M.D. 


I  suspect  that  it  comes  as  a  surprise  to  most  physicians  that 
diuretic  drugs,  the  very  keystone  of  therapy  for  edema,  may 
be,  in  themselves,  the  cause  for  edema  —  as  well  as  con- 
fusion and  frustration. 

What  is  the  clinical  situation  in  which  this  oxymoronic 
phenomenon  is  likely  to  be  seen?  It  is  one  that  has  been 
encountered  many  times  over  by  many  physicians  —  no 
matter  what  the  specialty  —  who  take  care  of  women:  the 
woman  with  what  is  referred  to  as  idiopathic  or  cyclic  edema. 

A  woman  may  come  to  her  physician  complaining  of 
swelling  or  "puffiness"  about  the  ankles,  in  the  hands, 
around  the  eyes,  in  the  abdomen,  and  various  other  parts 
of  the  body.  More  often  than  not,  these  symptoms  occur  in 
the  days  preceeding  menstrual  bleeding. 

Usually  after  the  first  visit,  and,  if  not,  almost  certainly 
after  the  second  or  third,  when  the  complaints  have  become 
increasingly  serious,  the  doctor  prescribes  a  diuretic  drug 
with  instructions  that  go  something  like  this,  "Ms.  X,  I  can 
find  no  cause  for  your  swelling;  it's  probably  associated 
with  your  periods.  I  am  giving  you  some  water  pills  which 
you  may  take  when  you  have  the  swelling." 

The  patient  does  this  for  a  few  times  and  then  realizes 
that  even  more  drug  rids  her  of  more  swelling  and  discomfort 
and  she  feels  much  better:  her  ankles  are  thinner  and  there 
is  no  puffiness  about  the  eyes  and  no  abdominal  bloating. 
Body  weight  is  less.  All  is  beautiful. 

The  bliss  is  short-lived.  The  patient  realizes  that  when 
the  diuretic  drug  is  stopped,  the  swelling  returns  —  and 
more  emphatically. 

The  situation  is  now  such  that  there  are  large  weight  gains 
and  striking  edema  when  the  drug  is  not  taken  and  marked 
weight  loss  occasioned  by  larger  doses  of  drug. 

The  patient  becomes  obsessed  with  staying  edema-free 
and  more  and  more  of  her  life  is  devoted  to  this.  Her  phy- 
sician becomes  uncertain  about  the  nature  of  the  edema  and 
institutes  an  extensive  and  costly  evaluation.  He  or  she  may 
even  assign  a  more  serious  etiology  —  "heart  failure"  or 
"renal  failure,"  for  example  —  to  the  edema. 

The  patient  changes  physicians  or  becomes  more  and 
more  surreptitious  about  her  diuretic  drugs.  Potassium  de- 
pletion, with  its  consequences,  becomes  manifest. 


From  Department  of  Medicine,  The  University  of  North  Carolina, 
North  Carolina  School  of  Medicine,  Chapel  Hill  27514. 


Confusion,  dismay,  and  guilt  are  the  governing  factors, 
and  the  patient  usually  ends  up  with  a  psychiatrist,  endo- 
crinologist, cardiologist,  nephrologist,  or  all  four. 

How  can  this  concatenation  be  avoided?  I  am  not  certain 
that  it  can  be  all  the  time,  but  as  is  most  often  the  case,  an 
understanding  of  the  pathophysiology  will  prevent  —  or 
minimize  —  the  diagnostic  and  therapeutic  abyss  into  which 
the  uninformed  may  fall. 

Professor  H.E.  de  Wardener  and  his  colleagues  at  the 
Charing  Cross  Hospital  Medical  School  have  led  the  way 
in  enlightening  us  about  this  treacherous  syndrome. 

They  have  proposed  that  the  edema  in  most  patients  with 
"idiopathic  edema"  is  caused  by  the  use  of  a  diuretic  drug. 
It  is  their  thesis  that  whatever  the  initial  reason  for  starting 
the  drug,  its  continued  use  causes  volume  depletion  which 
leads  to  increased  plasma  renin  levels  and  thus  to  hyper- 
aldosteronism.  A  vicious  cycle  now  ensues;  irregularity  in 
the  dose  of  diuretic  drug  may  cause  a  sharp  fall  in  urinary 
sodium  excretion,  a  gain  in  weight,  and  the  rapid  onset  of 
the  characteristically  uncomfortable  edema.  The  presence 
of  the  edema  prompts  a  quick  return  to  the  the  use  of  the 
drug,  and  the  secondary  hyperaldosteronism  is  enhanced. 

Professor  de  Wardener  points  to  an  additional  important 
factor.  This  has  to  do  with  carbohydrate  and  salt  intake. 
Many  patients  confess  that  in  attempting  to  control  their 
weight,  they  sometimes  vary  considerably  the  amount  of 
food  they  consume  both  when  they  are  and  when  they  are 
not  taking  diuretic  drugs.  They  may  "starve"  themselves 
for  several  days  and  then  eat  voraciously.  Sudden  increases 
in  carbohydrate  and  sodium  intake  after  fasting  can  cause 
retention  of  sodium  and  water. 

It  is  de  Wardener's  suggestion  that  the  syndrome  of  idi- 
opathic edema  did  not  exist  before  oral  diuretic  drugs  were 
available.  Although  not  all  experts  are  as  convinced  of  the 
etiologic  role  for  diuretic  drugs,  all  are  convinced  that  the 
drugs  are  the  most  important  factor  in  exacerbating  the  man- 
ifestations, and  prolonging  the  course,  of  idiopathic  edema. 
How  then  should  the  physician  approach  the  patient  with 
idiopathic  edema? 

First,  there  must  be  a  keen  awareness  of  its  existence; 
second,  early  in  the  relationship  with  the  patient,  disorders 
of  the  heart,  liver,  and  kidneys  should  be  ruled  out  as  the 
cause  for  the  edema;  third,  small  doses  of  diuretic  drugs 
should  be  prescribed  only  when  absolutely  necessary,  and 
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the  patient  must  be  convinced  that  they  should  be  taken 
regularly  and  not  intermittently;  and  last,  the  physician  must 
be  aware  that  if  the  edema  becomes  strikingly  worse,  the 


patient  has  entered  the  vicious  cycle  that  I  have  described. 

Treating  these  patients  is  a  challenge  and  treating  them 

successfully  is  quite  satisfying  to  patient  and  physician  alike. 


1987  National  Psychology  Awards  for  Excellence  in  the  Media 


The  American  Psychological  Association  and  the  American  Psy- 
chological Foundation  announce  the  1987  National  Psychology 
Awards  for  Excellence  in  the  Media. 

The  purpose  of  the  awards  are  to  recognize  and  encourage  out- 
standing, accurate  coverage  wich  increases  public  understanding 
of  psychology.  Winners  in  each  of  six  categories  will  receive  a 
$1,000  cash  award,  a  certificate,  and  an  invitation  to  attend  the 
95th  Annual  Convention  of  the  American  Psychological  Associ- 


ation in  New  York  City. 

Categories  are:  newspaper  reporting;  television/film  (news/doc- 
umentary); magazine  articles;  radio  programs;  television  (drama/ 
entertainment);  and  books/monographs. 

Entry  deadline  is  April  15.  1987. 

For  further  information,  write  to:  National  Media  Awards.  Pub- 
lic Affairs  Office.  American  Psychological  Association.  1200  Sev- 
enteenth St.,  N.W.,  Washington,  DC  20036.  202/955-7710. 
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"HERPECIN-L  is  my  treatment  of  choice  for 

perioral  herpes."  GP,  NY 

"HERPECIN-L  appears  to  actually  prevent  the 
blisters  . .  .  used  soon  enough."       ddS,  MN 

"HERPECIN-L'\  .  .  a  conservative  approach 
with  low  risk/high  benefits."  MD,  FL 

"Used  at  prodromal  symptoms  .  .  .  blisters 
never  formed  . . .  remarkable."  DH,  MA 

"(In  clinical  trials) . . .  response  was  dramatic. 
HERPECIN-L  .  .proven  far  superior."  DDS,  PA 

"All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  .  .  .  HERPECIN-L 
averted  the  attacks."  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories. 
Inc..  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  North  Carolina  HERPECIN-L  is  available  at  all  Crown,  Eckerd, 
Kerr,  Mutual  Drug,  Revco  and  RiteAid  and  other  select  pharmacies. 
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CONFIRMED  BY  CLINICAL  EVIDENCE 


ZANTAC*  150  h.s. 

ranitidine  HCl/Glaxo  150  mg  tablets 
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EFFECTIVE  MAINTENANCE  THERAPY 
for  healed  duodenal  ulcer  patients 


In  two  randomized,  double-blind,  and  well-controlled  clinical 
trials,  ZANTAC  150  mg  h.s.  significantly  superior  to  cimetidine 
400  mg  h.s.  for  maintenance  therapy  in  healed  duodenal  ulcers. 


Percent  of  patients  with  observed  duodenal  ulcer  recurrence 
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These  two  trials  used  the  currently  recommended  dosing  regimen 
of  cimetidine  (400  mg  h.s.)  and  ranitidine  (150  mg  h.s.).  A 
comparison  of  other  dosing  regimens  has  not  been  studied. 

The  studied  dosing  regimens  are  not  equivalent  with  respect  to 
the  degree  and  duration  of  acid  suppression  or  suppression  of 
nocturnal  acid. 


The  superiority  of  ranitidine  over  cimetidine  in  these  trials 

indicates  that  the  dosing  regimen  currently  recommended  for 

cimetidine  is  less  likely  to  be  as  successful  in  maintenance 
therapy. 


Convenient  once-a-night  dose  with  a 
low  incidence  of  side  effects^ 

Headache,  sometimes  severe,  seems  to  be  related  to  ranitidine 
administration.  Other  side  effects  have  been  reported;  for  a 
complete  listing,  see  the  ADVERSE  REACTIONS  section  in  the  Brief 
Summary. 


No  significant  interference  with  the  hepatic  cytochrome 
P-450  enzyme  system  at  recommended  doses 

ZANTAC  150  mg  has  no  significant  drug  interactions  with 
theophylline,  phenytoin,  or  warfarin.  The  bioavailability  of 
certain  medications  whose  absorption  is  dependent  on  a  low  gastric 
pH  may  be  altered  when  ZANTAC  or  other  medications  that  decrease 
gastric  acidity  are  administered. 


ranitidine  HCI/Glaxo 


150  mg  tablets 


One  tablet  at  bedtime 
for  maintenance 


See  next  page  for  references  and 
Brief  Summary  of  Product  Information. 


Glaxo/^?, 


ranitidine  HCI/Glaxo 


150  mg  tablets 


One  tablet  at  bedtime  for  maintenance  tiierapy 
in  ilea  led  duodenal  ulcer  patients 
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ZANTAC*  150  lablets 

(ranitidine  hydrochloride) 
ZANTAC  300  lablets 
(ranitidine  hydrochloride) 


BRIEF  SUMMARY  OF 
PRODUCT  INFORMATION 


The  tollowing  is  a  brief  summary  only  Before  prescribing,  see 
complete  prescribing  information  in  ZANTAC*  product  labeling 
INDICATIONS  AND  USAGE:  ZANTAC'  is  indicated  in 

1  Short  term  treatment  of  active  duodenal  ulcer,  filost  patients 
heal  within  four  weeks. 

2  Maintenance  tiierapy  for  duodena!  ulcer  patients  al  reduced  dos- 
age af  ler  healing  of  acute  ulcers. 

3  The  treatment  of  {lattto logical  hypersecretory  conditions  (eg,  Zol- 
linger Ellison  syndrome  and  systemic  mastocytosis) 

4  Short  term  treatment  of  active,  benign  gastric  ulcer.  Most 
patients  heal  within  six  weeks  and  the  usefulness  of  further  treal- 
ment  has  not  t>een  demonstrated 

5  Treatment  of  gastroesophageal  reflux  disease  (GERO)  Symplom 
atic  relief  commonly  occurs  within  one  01  two  weeks  af  ler  star  ling 
therapy  and  is  maintained  throughout  a  six-week  course  of  ther- 
apy 

In  active  duodenal  ulcer;  active,  benign  gastric  ulcer,  hyper- 
secretory states,  and  GERD,  concomitant  antacids  should  be 
given  as  needed  for  relief  of  pain, 

CONTRAINDICATIONS:  ZANTAC*  is  contramdicaled  for  patients 
known  to  have  hypersensitivity  to  Ihe  drug. 
PRECAUTIONS:  Symptomatic  response  to  ZANTAC*  therapy  does 
not  preclude  Ihe  presence  of  gastric  malignancy 

Since  ZANTAC  is  excreled  primarily  by  the  kidney,  dosage 
should  be  adjusted  m  patients  with  impaired  renal  function  (see 
DOSAGE  AND  AOMINrSTRATIOH)  Caulion  should  be  observed  m 
patients  with  hepatic  dysfunction  since  ZANTAC  is  metabolized  in 
the  liver 

False  positive  tests  tor  urine  protein  with  Multistu'  may  occur 
during  ZANTAC  therapy,  and  therefore  testing  with  sulfosalicyltc 
acid  IS  recommended. 

■■  Although  recommended  doses  of  ZANTAC  do  not  inhibit  the 
action  of  cytochrome  P-450  enzymes  in  Ihe  liver,  there  have  been 
isolated  reports  of  drug  interactions  which  suggesi  that  ZANTAC 
may  affect  the  bioavailability  of  certain  drugs  by  some  mechanism 
as  yet  unidentified  (eg,  a  pH-dependenI  effect  on  absorption  or  a 
change  in  volume  of  distribution) 

Lack  ol  experience  to  date  precludes  recommending  ZANTAC 
for  use  in  children  or  pregnant  patienis  Since  ZAfJTAC  is  secreted 
in  human  milk,  caution  should  be  exercised  when  administered  to 
a  nursing  mother 

ADVERSE  REACTIONS:  Headache,  sometimes  severe,  seems  to  be 
related  to  ZANTAC  administration  Constipation,  diarrhea,  nau 
sea/vomiting,  and  abdominal  discomlorl/pam  have  b?en 
reported  There  have  been  rare  reports  of  malaise,  dizziness, 
somnolence,  insomnia,  vertigo,  tachycardia,  bradycardia,  prema- 
ture ventricular  beats,  and  arthralgias  Rare  cases  of  reversible 
mental  contusion,  agitation,  depression,  and  hallucinations  have 
been  reported,  predominantly  in  severely  ill  elderly  patients 

In  normal  volunteers,  SGPT  values  were  increased  to  at  least 


twice  the  pretreatment  levels  in  6  of  12  subiects  receiving  100  mg 
qid  IV  for  seven  days,  and  in  4  of  24  subjects  receiving  50  mg  qid 
lor  five  days.  With  oral  administration  there  have  been  occasional 
reports  ol  reversible  hepatitis,  hepatocellular  or  hepatocanalJcu- 
lar  or  mixed,  with  or  without  jaundice. 

There  have  been  rare  reports  of  reversible  leukopenia,  granulo- 
cytopenia, thrombocytopenia,  and  pancytopenia. 

Although  controlled  studies  have  shown  no  antiandrogenic 
activity,  occasional  cases  of  gynecomastia,  impotence,  and  loss  of 
libido  have  been  reported  in  male  patients  receiving  ZANTAC,  but 
the  incidence  did  not  differ  from  that  in  the  general  population. 

Incidents  of  rash,  including  rare  cases  suggestive  of  mild  ery- 
thema multiforme,  and.  rarely  alopecia,  have  been  reported,  as 
well  as  rare  cases  ol  hypersensitivity  reactions  (eg,  broncho- 
spasm,  fever,  rash,  eosinophilia)  and  small  increases  m  serum 
crealinine 

OVERDOSAGE:  Information  concerning  possible  overdosage  and  its 
treatment  appears  in  the  full  prescribing  information 
DOSAGE  AND  ADMINISTRATION  Active  Duodenal  Ulcer:  The  current 
recommended  adult  oral  dosage  is  150  mg  twice  daily  An  alter- 
nate dosage  of  300  mg  once  daily  al  bedtime  can  be  used  lor 
patients  in  whom  dosing  convenience  is  important.  The  advan- 
tages of  one  treatment  regimen  compared  lo  the  other  in  a  particu- 
lar patient  population  have  yet  to  be  demonstrated 
Maintenance  Therapy:  The  current  recommended  adult  oral  dosage 
IS  I50nif,,,t  bedtime 

Pathological  Hypersecretory  Conditions  (such  as  Zollrnger-Ellison 
Syndrome):  The  current  recommended  adult  oral  dosage  is  150mg 
twice  a  day  In  some  patients  it  may  be  necessary  lo  administer 
ZANTAC  150-mgdosesmoreffequenllv  Doses  should  be  adjusted 
to  individual  patient  needs,  and  should  continue  as  long  as  clini- 
cally indicated  Doses  up  to  6  g/day  have  been  employed  in 
patients  with  severe  disease 

Benign  Gastric  Ulcer:  The  current  recommended  adult  oral  dosage 
15  150  mg  twice  a  day 

GERD:  The  current  recommended  adult  oral  dosage  is  150  mg 
twice  a  day 

Dosage  Adjustment  for  Patients  with  Impaired  Renal  Function:  On  the 
basis  of  experience  with  a  group  of  subjects  with  severely  impaired 
renal  function  Ireated  with  ZANTAC,  the  recommended  dosage 
in  patients  with  a  creatinine  clearance  less  than  50  ml,mm  is 
150  mg  every  24  hours  Should  the  patient's  condition  require,  the 
frequency  of  dosing  may  be  increased  to  every  12  hours  or  even 
further  with  caution  Hemodialysis  reduces  the  level  ol  circulating 
ranitidine  Ideally,  the  dosage  schedule  should  be  adjusted  so  that 
the  timing  of  a  scheduled  dose  coincides  with  the  end  of  hemodialysis. 
HOW  SUPPLIED:  ZANTAC'  300  Tablels  (ranitidine  hydrochloride 
equivalent  lo  300  mg  of  ranitidine)  are  yellow,  capsule-shaped 
tablets  embossed  with  "ZANTAC  300"  on  one  side  and  "Glaxo"  on 
the  other.  Theyare  available  m  botlles  of  30  (NDC  0173-0393-40) 
and  unit  dose  packs  ot  100  tablets  (NDC  0173  0393-47) 

ZANTAC*  150  Tablets  (ranitidine  hydrochloride  equivalent  to 
150  mg  ol  ranitidine)  are  white  tablets  embossed  wilh  "ZANTAC 
150"  on  one  side  and  "Glaxo"  on  the  other.  They  are  available  in 
bottles  of  60  lablets  (NDC  01  73  0344  42)  and  unit  dose  packs  of 
100  lablets  (NDC  01 73  0344  47) 

Store  behween  15"  and  301:  (59'  and  86  F)  in  a  dry  place.  Protect 
from  light-  Replace  cap  securely  after  eacti  opening. 
'Ci  Copyright  1983.  Glaxo  Inc   All  rights  reserved      October  1986 
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PHARMACOTHERAPY 

Digibind® 

A  New  Frontier  in  the  Treatment 
of  Digitalis  Toxicity 


Brad  Stolshek,  Pharm.  D. 


Digoxin  immune  Fab  (ovine)  —  Digibind"  —  is  a  newly 
marketed  orphan  drug  from  Burroughs  Wellcome,  indicated 
for  the  treatment  of  life-threatening  digoxin  toxicity.  Di- 
goxin antibodies  were  first  produced  in  1967  and  have 
evolved  with  antibody  research  throughout  the  1970s.' 

To  produce  the  antibody,  digoxin  is  coupled  to  an  im- 
munogenic protein  carrier  (human  serum  albumin)  which  is 
injected  into  sheep.  After  three  months  of  incubation,  the 
antiserum  is  collected,  a  crude  I,G  fraction  is  isolated,  and 
the  Fab  fragment  is  cleaved  by  treatment  with  papain. =  Fab 
fragments  offer  advantages  over  I^G  molecules  in  that  they 
are  smaller  (50,000  daltons  vs  150,000  daltons),  distribute 
more  rapidly  into  tissue,  have  a  larger  volume  of  distribu- 
tion, are  excreted  faster,  and  are  less  immunogenic. ' 

Digoxin  IMeciianism 

Digoxin  has  high  affinity  and  high  specificity  for  the  NaK- 
ATPase  inhibitory  site.  The  inhibition  of  the  NaK-ATPase 
site  results  in  the  intracellular  Na+  concentration  rising  and 
leads  to  increased  intracellular  Ca+  providing  a  positive 
inotropic  effect.  The  entire  mechanism  of  digitalis  toxicity 
has  yet  to  be  determined.  Many  hypotheses  involving  the 
NaK-ATPase  receptor  have  been  proposed  without  conclu- 
sive evidence.-"  NaK-ATPase  inhibition  results  in  prolon- 
gation of  the  action  potential  plateau.  It  is  also  thought  that 
digitalis  possesses  a  cholinergic  property  responsible  for  its 
AV  node  blocking  properties;  however,  the  mechanism  of 
action  for  this  effect  is  not  well  elucidated.  Extracellular 
potassium  increases  in  patients  with  digitalis  toxicity  be- 
cause the  NaK-ATPase  is  ineffective  in  exchanging  sodium 
and  potassium. 

Treatment  of  Digoxin  Toxicity 

The  treatment  of  digoxin  toxicity  has  been  revolutionized 

From  Dmg  Information  Service,  Department  of  Pharmacy,  Duke 
University  Medical  Center,  Box  3089,  Durham  27710. 


by  the  use  of  digoxin  immune  Fab.  Digoxin  immune  Fab 
binds  digoxin  to  form  an  inactive  drug-antibody  complex. 
This  binding  occurs  readily  because  the  antibody-drug  af- 
finity is  greater  than  drug-receptor  affinity.  A  shift  of  the 
equilibrium  away  from  the  receptor  then  occurs,  and  the 
drug-antibody  complex  is  cleared  by  the  kidney  with  an 
elimination  half-life  of  16  to  20  hours  in  patients  with  good 
renal  function."  Half-life  in  patients  with  renal  failure  has 
not  been  reported,  but  drug-antibody  binding  effectiveness 
and  safety  are  similar  in  these  patients  without  altering  the 
dose." 

The  manufacturer  has  reports  of  over  200  patients  having 
been  treated  with  Digibind'*  to  date.  Data  on  file  at  the 
company  on  114  patients  ranging  in  age  from  one  day  to 
85  years  reports  the  experience  for  digoxin  immune  Fab 
use.  Ninety-four  patients  had  resolution  of  toxicity  follow- 
ing treatment;  however,  one  patient  exhibiting  only  a  partial 
response  died  due  to  inadequate  antibody  availability  in  the 
hospital. 

The  reasons  for  toxicity  included  accidental  ingestions, 
suicide  attempts,  and  developments  during  the  routine  course 
of  therapy  (more  than  50%).  Treated  patients  had  serum 
digoxin  levels  ranging  from  1.2  to  100  ng/ml  with  75%  of 
the  levels  >  5  ng/ml.  Of  the  remaining  patients,  nine  were 
excluded  due  to  inadequate  dose,  incorrect  diagnosis,  or 
agonal  rhythm  at  the  time  of  dosing.  In  four  patients,  the 
data  are  still  being  collected.  Seven  non-response  cases 
were  described  as:  multiple  drug  overdose  (2);  severe  heart 
disease  with  questionable  diagnosis  of  digitalis  toxicity  (3); 
severe  electrolyte  disturbances  (1);  and  no  response  (1). 
Adverse  reactions  to  the  drug  have  been  minimal.  There 
have  been  three  cases  of  allergic  reactions:  one  case  of 
erythema  at  the  site  of  injection;  one  case  of  facial  swelling 
and  hives  occurring  halfway  through  the  30-minute  infusion 
(infusion  was  stopped);  and  one  case  of  rash  and  urticaria 
occurring  one  day  after  the  Digibind'*  infusion  was  com- 
pleted (cause  not  established).  No  incidence  of  anaphylaxis, 
serum  sickness,  or  febrile  reaction  has  occurred. 

Repeat  administration  to  treat  a  second  digitalis  toxicity 
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in  a  patient  lias  not  occurred,  but  hias  the  potential  for  causing 
an  immunologic  reaction.  Decreased  ventricular  function 
and  exacerbation  of  heart  failure  is  always  a  consideration 
when  withdrawing  digitalis  support.  In  an  earlier  published 
study  of  63  patients,  si.x  showed  a  decline  in  cardiac  function 
within  a  day  of  digoxin  immune  Fab  administration;  how- 
ever, most  patients  noted  improvements  in  their  hemody- 
namic states  with  resolution  of  their  arrhythmias."  Serum 
potassium  levels  often  drop  dramatically  within  one  to  five 
hours  following  administration  of  digoxin  immune  Fab.  This 
is  consistent  with  reversal  of  inhibition  of  NaK-ATPase  and 
K*  returning  into  the  cells.  Serial  serum  potassium  con- 
centrations should  be  monitored  starting  one  to  two  hours 
after  the  administration  of  digoxin  immune  Fab. 


upon  administration.  Initial  clinical  response  can  be  seen 
within  30  minutes  of  termination  of  the  infusion.  Complete 
resolution  of  both  cardiac  and  noncardiac  manifestations  of 
digoxin  toxicity  are  usually  observed  by  three  to  four  hours 
post  infusion."* 

Patients  who  require  digoxin  for  their  heart  conditions 
must  wait  until  the  digoxin  immune  Fab  is  cleared  from  the 
body  before  redigitalization  can  occur.  When  digoxin  is 
administered  before  total  unbound  antibody  is  cleared,  the 
new  digoxin  will  bind,  thus  lowering  expected  serum  con- 
centrations. Elimination  of  the  antibody-digoxin  complex 
in  patiants  with  normal  renal  function  occurs  in  two  to  three 
days,  whereas  in  patients  with  poor  renal  function,  elimi- 
nation is  believed  to  be  prolonged."" 


Administration  of  Digoxin 
Immune  Fab 

The  dose  used  to  treat  toxicity  has  ranged  from  4  to  1600 
mg.  Suicide  attempts  require  the  highest  doses  of  digoxin 
immune  Fab.  Dosage  calculations  are  performed  in  several 
ways.  In  a  massive  ingestion,  the  total  amount  of  digoxin 
ingested  multiplied  by  0.8  (bioavailability  of  digoxin)  will 
estimate  how  much  digoxin  is  absorbed.  If  it  is  believed 
that  all  of  the  digoxin  has  been  absorbed  (complete  absorp- 
tion takes  six  to  eight  hours),  or  if  a  patient  has  been  on  a 
stable  dose  of  digoxin,  then  a  drug  concentration  can  be 
used.  Table  1  shows  calculation  of  total  body  digoxin  load 
in  milligrams.  Using  equimolar  doses  of  digoxin  immune 
Fab  to  digoxin.  40  mg  (or  one  vial)  of  immune  Fab  should 
be  administered  for  every  0.6  mg  of  total  body  digoxin. 
These  calculations  should  be  rounded  up  to  the  nearest  vial. 
With  digitoxin.  the  bioavailability  is  100<7c  and  the  volume 
of  distribution  is  0.56  1/kg.^  Digoxin  immune  Fab  has  been 
administered  as  an  intravenous  slow  infusion  of  two  hours" 
duration  in  early  stages  of  the  clinical  trials.  Recently,  in- 
fusion times  have  been  decreased  to  15-30  minutes;  bolus 
administration  is  used  with  ongoing  or  imminent  cardiac 
arrest.  The  manufacturer  recommends  filtering  the  solution 


Availability  of  Digibind" 

Burroughs  Wellcome  has  a  goal  of  distributing  Digibind" 
to  130  strategic  centers  in  the  United  States  so  that  it  can 
be  obtained  within  one  hour  of  a  phone  call.  The  company 
has  provided  a  toll-free  line  (800/672-7223  in  NO  for  in- 
formation on  obtaining  Digibind".  The  wholesale  cost  of  a 
single  vial  of  Digibind"  is  $145.70.  Hospitals  in  North  Car- 
olina acting  as  regional  centers  are  NC  Memorial  in  Chapel 
Hill,  Chariotte  Memorial,  Duke  University  in  Durham,  Ons- 
low Memorial  in  Jacksonville,  and  Baptist  in  Winston-Salem. 

Duke  has  been  one  of  13  centers  selected  to  conduct 
experimental  trials  using  digoxin  immune  Fab.  Robert 
Califf.  M.D.,  and  Gary  Dunham,  R.Ph.,  have  treated  19 
of  the  1  14  patients  reported  by  the  manufacturer.  In  addition, 
they  are  involved  in  the  post-marketing  surveillance  pro- 
gram that  is  monitoring  patients  receiving  Digibind".  These 
investigators  may  be  contacted  24  hours  a  day  by  phone  or 
beeper  for  answering  questions  regarding  dosing  and  admin- 
istration of  this  agent. 

Digoxin  immune  Fab  (ovine)  —  Digibind"  —  should  be 
considered  first-line  therapy  for  digitalis  toxicity  when  hy- 
perkalemia and  life-threatening  arrhythmias  are  present. 
When  digitalis  toxicity  is  not  life-threatening,  other  forms 


Table  1 


A.     Calculation  of  total  body  digoxin  (digitoxin) 

1.  Acute  ingestion  method 

Number  of  mg  ingested  >   0.8  (1.0  for  digitoxin)  =  mg  absorbed  (total  body  digoxin/digitoxin) 
2    Serum  drug  level  metlnod 

Level  (ng/ml)    ■    5.6  1 /kg   -.  body  weight  (l<g) 


1000 
(Volume  of  distribution  -  digitoxin  =  0.56  1 /kg) 

B.     Calculation  of  amount  of  digibind  to  use 

Total  body  digoxin  (mg) 
06 


Total  body  digoxin  (mg) 


Number  of  vials  of  digibind 
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of  management  should  be  considered.  Although  the  anti- 
body has  the  potential  to  be  immunogenic,  side  effects  have 
not  been  significant.  ■ 
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Charlotte  Resident 

Named  Trustee 

off  AARP  Andrus  Foundation 


Dr.  Monroe  Gilmour  of  Chariotte,  North  Carolina,  has  been 
appointed  to  the  Board  of  Trustees  of  the  Andrus  Foundation  of 
the  American  Association  of  Retired  Persons  (AARP),  it  was  an- 
nounced here  today  by  Dr.  Kenneth  Cook,  the  Foundation  Ad- 
ministrator. Dr.  Gilmour  will  serve  a  six-year  term. 

Trustees  of  the  AARP  Andrus 
Foundation  administer  funding  for 
grants  of  up  to  $50,000  in  ger- 
ontological research  covering  the 
social,  behavioral  and  health  as- 
pect of  aging.  The  research  is 
aimed  at  improving  the  quality  of 
life  for  older  Americans. 

Researchers  affiliated  with 
universities  in  North  Carolina 
have  received  numerous  grants 
from  the  Foundation.  They  in- 
clude Duke,  Wake  forest.  North 
Carolina  State  and  East  Carolina 
universities  and  the  University  of 
North  Carolina  at  Greensboro. 

Dr.  Gilmour  is  a  member  of  the  AARP  Board  of  Directors  and 
serves  as  consumer  Representative  on  the  Board  of  Medical  Review 
of  North  Carolina,  Inc.  Previously,  he  was  National  Secretary  for 


Dr.  Monroe  Gilmour 


the  association  and  served  on  the  board  of  the  AARP  Foundation. 

A  graduate  of  Harvard  University  Medical  School,  Dr.  Gilmour 
established  his  practice  in  Chariotte  in  1940.  In  1947,  he  founded 
the  Durwood  Medical  Clinic,  where  he  was  senior  staff  member 
until  his  retirement  in  1980. 

He  is  Chairman  of  the  North  Carolina  Medical  Society  com- 
mittee on  Aging  and  has  been  elect4ed  to  the  North  Carolina 
Institute  of  Medicine.  Dr.  Gilmour  has  written  a  number  of  articles 
for  medical  journals,  and  is  listed  in  the  1960  Who's  Who  in 
America. 

Dr.  Gilmour  is  Vice  chairman  of  the  Charlotte  Treatment  Center 
and  immediate  Past  President  of  the  United  Way  of  Mecklenburg 
and  Union  Counties.  He  was  president  of  the  North  Carolina  So- 
ciety of  Internal  Medicine,  is  a  Fellow  and  past  governor  for  North 
Carolina  of  the  American  College  of  Physicians,  and  is  a  Fellow 
of  the  American  College  of  Cardiology. 

Established  in  1973  as  a  living  memorial  to  AARP's  founder. 
Dr.  Ethel  Percy  Andrus,  the  Foundation  has  awarded  295  grants 
totalling  $10,315,406  to  124  colleges  and  universities.  Most  of 
the  money  comes  from  AARP  members  through  donations  they 
add  to  membership  renewals. 

With  24  million  members,  AARP  is  the  nation's  largest  orga- 
nization of  Americans  age  50  and  older. 

Headquartered  in  Washington,  D.C.,  the  nonprofit,  nonpartisan 
organization  offers  a  wide  range  of  membership  benefits,  legis- 
lative representation  at  federal  and  state  levels,  and  educational 
and  community  service  programs  carried  out  through  a  national 
network  of  volunteers  and  local  chapters. 

The  association  also  offers  a  variety  of  educational  and  advocacy 
programs  for  older  workers  who  make  up  one-fourth  of  AARP"s 
total  membership. 


■|! 
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LEARNING       FROM 


PAT 


E     N     T 


An  Elderly  Patient  and 
a  Geriatric  Educator 


Noel  David  List,  M.D. 


An  elderly  gentleman  provided  an  extended 

education  in  the  spectrum  of  problems  facing 

the  physician  who  treats  geriatric  patients. 


Ben  was  already  86  years  old  when  I  met  him.  I  was  one 
week  into  directing  a  geriatric  program  and  he  was  about 
to  enter  the  world  of  long-term  care.  We  talked  for  a  while. 
He  asked  me  if  I  would  become  his  physician. 

Ben's  usual  physician  didn't  go  to  nursing  homes,  and, 
Ben  felt,  never  took  the  time  to  talk,  or  more  importantly, 
to  listen;  when  his  physician  did  talk,  it  was  to  Ben's  family 
about  how  to  solve  Ben's  problems. 

I  found  an  articulate,  well  educated,  kind  and  caring 
gentleman  who  was  now  starting  out  on  his  own  in  a  nursing 
home  with  fears  and  concerns  about  social  losses  and  the 
changes  in  his  environment.  Ben  was  about  to  leave  his 
home  and  possessions  of  a  lifetime.  While  many  of  his  older 
friends  had  died,  he  still  had  many  of  all  ages  in  his  neigh- 
borhood. The  world  of  the  nursing  home,  which  he  had 
visited,  presented  an  alarming  contrast:  it  was  regimented, 
it  had  many  sick  and  demented  patients,  and  in  every  way. 
he  felt,  it  was  depressing.  He  was  also  concerned  about  his 
own  health. 

Ben's  statements  were  tempered  by  wisdom  and  wit.  His 
first  request  was  for  help  in  finding  a  woman  companion; 
although  this  was  said  as  an  opening  ploy  for  conversation, 
the  underlying  loneliness  and  feeling  of  isolation  were  ev- 
ident. 

Ben  had  grown  up  in  eastern  Europe  but  decided  to  em- 
igrate to  the  United  States.  Over  the  years  he  had  built  a 
successful  furniture  business,  married,  and  had  children, 
grandchildren  and  three  great-grandchildren.  His  most  dif- 
ficult time  followed  the  death  of  his  wife  about  a  year  before 
we  met. 

Ben's  family  felt  that  he  had  no  one  to  be  with  after  his 
wife's  death,  and  so  they  wanted  to  place  him  in  the  nursing 
home.  He  would  frequently  talk  about  his  wife  and  the  "way 


From  Center  for  the  Study  of  Aging  and  Human  Development  and 
the  Department  of  Medicine.  Duke  University  Medical  Center, 
Durham  27710. 
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it  feels"  to  be  without  her.  It  was  an  open  wound  of  lone- 
liness that  never  healed.  They  had  62  years  together.  She 
took  good  care  of  him. 

Ben  had  given  over  his  business  to  the  children  at  age 
70.  Over  the  years.  Ben  and  his  wife  had  put  their  money 
into  funds  to  support  the  family,  and  with  Ben's  power  of 
attorney  the  family  now  managed  everything.  He  shuddered 
at  the  fact  that  he  controlled  nothing.  He  had  a  wonderful 
house  with  some  land  in  a  part  of  the  city  that  was  growing 
rapidly  around  him.  Ben  said  he  wanted  to  be  independent, 
to  work  and  to  be  useful.  His  children  were  afraid  to  leave 
him  alone,  but  were  unable  for  various  reasons  to  come  and 
visit. 

One  of  Ben's  sons  had  brought  him  to  the  nursing  home 
and  told  me  about  his  father.  Later,  when  I  was  examining 
Ben.  1  was  taken  aback  by  his  comment  that  he  had  appre- 
ciated hearing  his  son  say  something  nice  about  him;  he 
only  wished  the  young  man  would  say  something  nice  lo 
him  once  in  a  while. 

Over  the  years  in  the  nursing  home.  Ben  tried  to  make 
a  life.  The  place  never  became  a  home.  He  never  felt  much 
like  eating.  He  didn't  think  it  was  depression,  but  just  not 
having  somebody  to  cook  and  to  eat  with.  He  would  explain 
that  he  wanted  to  help  people,  to  be  with  people,  feel  useful; 
he  felt  he  could  be  happy  then.  He  felt  fortunate  in  that  he 
didn't  have  much  in  the  way  of  disease.  He  had  an  early 
cataract.  He  took  "some  heart  medications."  He  described 
the  swelling  in  his  feet  that  had  occurred  some  years  ago, 
for  which  he  had  been  placed  on  these  "medications." 
Many  of  his  friends  were  on  more  medication  than  he  could 
count  on  both  hands.  He  had  told  his  other  physician  he 
didn't  want  medicines,  especially  ones  to  help  him  sleep. 
He  was  not  sick,  he  was  just  getting  older  and  did  not  like 
to  sleep.  He  was  sure  he  was  getting  old  because  everyone 
kept  telling  him  that. 

Obviously,  when  Ben  asked  me  to  become  his  physician. 
I  agreed.  Ben  agreed  to  come  to  the  medical  school  and 


Winchester  Surgical  Supply  Company 

200  South  Torrence  St.         Charlotte,  N.C.  28204 
Phone  No.  704/372-2240 

Winchester  Home  Healthcare 

Medical  supplies  and  equipment  for  your  patients  at  home 
Charlotte,  N.C.        Greensboro,  N.C.  Hickory,  N.C. 


704/332-1217 
704/547-0708 


919/275-0319 


704/324-0336 


Serving  the  MEDICAL  PROFESSION  of  NORTH  CAROLINA 
and  SOUTH  CAROLINA  since  1919. 

We  equip  many  physicians  beginning  practice  each  year  and  invite  your  inquiries. 

Our  salesmen  are  located  In  all  parts  of  North  Carolina. 

We  have  DISPLAYED  at  every  N.C.  State  Medical  Society  Meeting  since  1921 
and  advertised  CONTINUOUSLY  in  the  N.C.  Journal  since  January  1940  issue. 


talk  to  the  class  to  which  I  was  giving  lectures  on  aging. 
This  provided  him  with  purpose  and  provided  me  with  an 
excellent  guest  lecturer.  He  would  develop  his  own  lesson 
plan  utilizing  his  background  and  experiences.  He  talked  to 
the  students  with  dignity  of  the  indignity  and  with  humility 
of  the  humiliation  and  indifference.  They  heard  wisdom  and 
caring  from  a  man  dedicated  to  putting  all  of  the  rest  of  his 
life  to  use  by  telling  them,  the  physicians  who  might  care 
for  him  and  other  elderly  patients,  about  the  problems  of 
aging,  of  disease,  and  of  medications,  and  about  the  general 
needs  of  older  people. 

So.  once  every  six  weeks  for  the  next  four  years  with 
appropriate  breaks,  students  would  get  a  chance  to  talk  to 
someone  who  experienced  and  understood  loneliness,  iso- 
lation, the  days  of  the  industrial  revolution,  wars  in  Europe 
and  America,  the  Depression,  eating  alone,  the  problem 


with  medications,  the  lack  of  support  from  families,  finan- 
cial problems,  medicare  and  medicaid,  being  sick,  and  being 
old  in  America  in  the  early  1980s.  This  wonderful  and  gentle 
man  understood  that  each  time  he  came  from  the  nursing 
home  with  his  doctor  to  help  in  teaching  medical  students 
about  growing  old  in  America  he  was  still  being  of  use. 

Ben  taught  and  helped  me  to  focus,  at  a  point  early  in 
my  career,  on  the  broad  aspects  of  geriatric  medicine  that 
are  not  readily  discernible  in  formal  geriatric  internal  med- 
ical training.  With  that  start,  it  was  much  easier  to  integrate 
specific  clinical  medical  information  about  the  elderly  into 
the  broad  approach  needed  to  be  a  practicing  geriatrician. 
To  paraphrase  Ben's  standard  comment,  "it  will  help  to 
understand  that  old  age  is  not  wasted  on  the  old,  it's  wasted 
by  the  young."  ■ 


NCMJ  /  March  1987,  Volume  48,  Number  3     161 


Bulletin  Board 


Continuing  Medical 
Education 


Please  note:  The  Continuing  Medical  Education  Programs  at  Bowman 
Gray.  Duke,  East  CaroUna  lECU)  and  UNC  Schools  of  Medicine.  Dor- 
othea Dix.  and  Burroughs  Wellcome  Company  are  accredited  bv  the 
American  Medical  Association.  Therefore  CME  programs  sponsored  or 
cosponsorcd  by  these  schools  automatically  qualify  for  AMA  Category 
I  credit  toward  the  AMA's  Physician  Recognition  Award,  and  for  North 
Carolina  .Medical  Society  Category  A  credit.  Where  AAFP  credit  has 
been  obtained,  this  also  is  indicated. 


IN  STATE 


March  21 

Eighth  Annual  Pulmonary  Disease  Update 
Place:      Greenville 
Fee:         155 

Credit:     6.5  hours  Category  I  AMA 

Info:        The  Office  of  CME.  ECU  School  of  Medicine.  Box  7224, 
Greenville  27835-7224,  919/758-5200.  ext  208 

March  26-27 

Growth  Control  and  Cancer:  Molecular  Approaches  and  Clinical  Impli- 
cations 

Place:      Chapel  Hill 
Info:        Dianne  Shaw.  Lineberger  Cancer  Research  Center.  School  of 

Medicine.  University  of  North  Carolina.  Chapel  Hill  27514 

919/966-3036 

April  3 

Rehabilitation  Medicine:  Head  Injuries 
Place:      Greenville 
Credit:     7  hours  Category  I  AMA 

Info:        Office  of  CME,'  ECU  School  of  Medicine,  P,0,  Box  7224, 
Greenville  27835-7224.  919/758-5200,  ext  208 

April  3-5 

Sixth  Annual  Ultrasound  Symposium 
Place:      Greensboro 
Credit:     15  hours  Category  I  AMA 

Info:        Sharon  Hughes,  President,  NC  Ultrasound  Society.  919/748- 
4505 

April  9 

North  Carolina  Clinical  Neuro-Ophthalmology  Review 

Place.      Chapel  Hill 

Info:         Baird  S    Crimson.  M.D..  Dept  of  Ophthalmology.  University 

of  North  Carolina.  617  Clinical  Science  Bldg,  229H.  Chapel 

Hill  27514.  919/966-5296 

April  10 

Plasma  Cell  Myeloma  and  Related  Diseases 

Place:      Durham 

Credit:     6  hours  Category  I  AMA 

Fee:         $75 

Info:        Myeloma  Symposium,  Box  .3096  DUMC,  Durham  27710 

April  10-11 

Advanced  Cardiac  Life  Support  Provider  Course 
Place:      Asheville 
Credit:     16  hours  Categorv  I  AMA 
Fee  S200 

Info:        Daniel  L.  Dolan.  M.D..  MAHEC.  501  Biltmore  Ave..  Ashe- 
ville 28801-4686.  704/258-0881 


April  11-22 

Highway  Safety  Conference 
Place:      Boone 
Fee:         $25 

Credit:     7  Hours  Category  I  AMA 

Info:        W.  Douglas  Wooten.  Head.  Highwav  Safetv  Branch.  Div.  of 
Health  Service.  P  O   Box  2091,  Raleigh  27502,  919/733-3222 

April  22 

Neonatal  Emergencies:  Recognition  and  Treatment 
Place:      Greenville 
Credit:     6  hours  Category  I  AMA 
Fee:         $55 

Info:        Office  of  CME,  ECU  School  of  Medicine.  P.O.  Box  7224. 
Greenville  27835-7224.  919/758-5200.  ext  208 

April  25 

Fifteenth  Annual  New  Bern  Symposium:  The  Care  of  the  Elderly 
Place:      New  Bern 

Info:        Wm.  B.  Hunt.  Jr..  M.D.,  Symposium  Director.  P.O.  Box 2157, 
New  Bern  28560.  919/633-8608 

May  8-9 

Emergencies  of  the  Lung  and  Gut  in  Pediatric  Patients 
Place:      Durham 
Fee:         $90 

Credit:     10  hours  Category  I  AMA 

Info:        Dr.  Alexander  Spocli.  M,D..  Duke  University  Medical  Center, 
Box  2994,  Durham  27710,  919/681-3354 

May  13 

Common  Diagnostic  Problems  in  Surgical  Pathology:  A  Practical  Ap- 
proach 

Place:      Greenville 
Fee:         $55 

Credit;     7  hours  Categorv  I  AMA 

Info:        The  Office  of  CME,  ECU  School  of  Medicine.  P.O.  Box  7224, 
Greenville  27835-7224.  919/758-5200.  ext  208 

May  22 

4th  Annual  Eye  Conference  —  "Ocular  Tumors" 

Place:      Winston-Salem 

Info:        Kirk  Huske.  Bowman  Gray  School  of  Medicine  of  Wake  Forest 

University.  Gravlyn  Conference  Center.  Winston-Salem  27103. 

919/748-3971 

June  15-17 

Surgery  for  Coronary  Artery  Disease 

Place:      Durham 

Fee:         $460  ACC  members:  $525  others 

Credit:      17  hours  Category  I  ACCME 

Info:        Registration  Secretary.  Extramural  Programs  Dept.  American 

College  of  Cardiology.  9111  Old  Georgetown  Rd.,  Bethcsda. 

MD  20814.  800/253-4636;  in  MD  or  AK  301/897-5400 


Nursing 


where  olhcrwise  noled.  conlaLl  Nellie  Wiltmm,  CPS.  OrHce  of  Conlinuing  Eduealion. 
tly  ol  North  Carolmj.  Chapel  Hill  275N    q|9/966-.1638. 


May  13-14 

The  Systematic  Process  of  Instructional  Development 
Place:      Chapel  Hill 
Credit:      13  2  CEUs  pending 
Fee  $110 


June  1-5 

Preparation  for  NCLEX-RN 

Place;      Chapel  Hill 

Credit;     3.39  CEUs 

Fee;         $75  UNC-CH  students;  $85  others 


I 
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June  I-I9 

Summer  InsCllute:  Geronlology  for  Nurse  Educators 
Place:      Chapel  Hill 
Credit:     3  CEUs 
Fee:         $3 


Ol'T  OF  STATE 


March  14-15 

Contemporary  Trends  in  Diagnostic  Nuclear  Medicine 

Place:      San  Francisco.  CA 

Fee:         $352 

Info:        415/476-5808 

March  16-20 

Diagnostic  Imaging  1987 

Place:      Kauai.  HI 

Credit:     24  hours  Category  I  AMA 

Fee:         $495 

Info:        415/476-5808 


March  19-20 

Hospital  Infections 
Strategies 


1987  and  Beyond:  New  Issues.  Problems  and 

Place:'     Hilton  Head  Island.  SC 

Credit:     9  hours  Categon'  I  AMA.  CEUs 

Info:        Loraine  E.  Price.  B.S.N  ,  C.I. C.  Div.  of  Infectious  Diseases, 

UNC  school  of  Medicine.  547  Clinical  Sciences  Bide    ''''9H 

Chapel  Hill  27514.  919/966-3242 

March  29-April  1 

Cardiology  Update 

Place:      Phoenix.  AZ 

26  hours  Category  I  AMA 
$395  appro.x. 

Lisa  Krehbiel,  Institute  for  Medical  Studies.  30131  Town  Cen- 
ter Dr.  Ste  215.  Laguna  Niguel.  CA  92677.  714/495-4499 


Credit 

Fee: 

Info: 


April  2 

School  Health 

Place:      Johnson  City.  TN 

Info:        Ramona  Miiler,  Ph.D..  Program  Coordinator.  Office  of  CME, 

Quillen-Dishner  College  of  Medicine.  Johnson  City  TN  376 1 4 

615/929-6204 

April  3-5 

Ophthalmologic  Plastic  Surgery,  Orbital  Disease,  and  Neuro-Ophthal- 
mology 

Williamsburg,  VA 

$315 


Place 

Fee: 

Info: 


Kay  Parrott,  Office  of  CME.  Medical  College  of  Virginia.  Bo 
48.  MCV  Sta..  Richmond.  VA  23298-0001,  804/786-0494 


April  6-8 

Newborn  Screening  for  Sickle  Cell  Disease  and  Other  Hemoglobin- 
opathies 

Place:      Bethesda,  MD 
Credit:     13.5  hours  Category  I  AMA 

Info:        Nancy  Cowan.  Prospect  Associates,  I80I  Rockville  Pike.  Suite 
500,  Rockville,  MD  20852.  301/468-6555 

April  9-10 

1 6th  Annual  School  Health  Education 

Place:      Johnson  City.  TN 

Info:        Ramona  Miller.  Ph.D..  Program  Coordinator,  Office  of  CME, 

QuiUen-Di.shner  College  of  Medicine.  Johnson  City.  TN  37614 

615/929-6204 

April  9-11 

Thoracic  Imaging  Update 

Place:      Monterey.  CA 

Credit:     13  hours  Category  I  AMA 

Fee:        $295 

Info:        415/476-5808 

April  9-11 

Current  Concepts  in  Vascular  Surgery 
Place:      Philadelphia.  PA 

Info:        Fay  Zelle,  Hahnemann  University,  Broad  and  Vine  Streets 
M.X.  623,  Philadelphia,  PA  I9I02,  215/448-8263 


April  10-12 

OB/GYN  and  Abdominal  Sonography:  Update  '87 

Place:      San  Francisco,  CA 

Credit:      14.5  hours  Category  I  AMA 

Fee:         $325 

Info:        415/476-5808 

April  10-12 

5th  Annual  MCV  Symposium:  New  Trends  in  Anesthesia 
Place:      Williamsburg.  VA 
Fee:         $275 

Info:         Kathy  Manin.  Office  of  CME.  Medical  College  of  Virginia, 
Box  48,  MCV  Sta,,  Richmond,  VA  23298-0001,  804/786-0494 

April  10-12 

22nd  Annual  Pediatric  Springfest 
Place:      Williamsburg,  VA  ' 
Fee:         $250 

Info:        Kathy  Martin,  Office  of  CME,  Medical  College  of  Virginia, 
Box  48,  MCV  Sta  .  Richmond,  VA  23298-0001 .  804/786-0494 

April  12-18 

Pathology  Update  1987:  Review  of  Current  Concepts  and  New  Devel- 
opments 

Place:      Baltimore,  MD 

Info:        American  Society  of  Clinical  Pathologists,  800/621-4142  tin  IL 
312/738-4890) 

April  23-25 

Cardiology 

Place:      Johnson  City,  TN 

Info:        Ramona  Miiler,  PhD  .  Program  Coordinator.  Office  of  CME, 

Quillen-Dishner  College  of  Medicine.  Johnson  City,  TN  37614. 

615/929-6204 

April  23-25 

23rd  Annual  Postgraduate  Course  in  Radiology:  The  Chest 
Place:      Richmond.  VA 
Fee:         $325 

Info:        Kathy  Martin.  Office  of  CME.  Medical  College  of  Virginia, 
Box  48,  MCV  Sta. .  Richmond.  VA  23298-0001 .  804/786-0494 

April  24-25 

The  Terminally  III  Patient:  Psychological,  Social,  Legal,  and  Ethical 
Issues 

Place:      Boston,  MA 

Info:        Harvard  Medical  School,  Dept.  of  CME.  Boston.  MA  02115 
617/732-1525 

April  24-26 

9th  Annual  Conference  on  Emergency  Medicine  for  the  Primary  Care 
Physician 

Place:      Williamsburg.  VA 
Fee:         $295 

Info:        Kathy  Martin.  Office  of  CME,  Medical  College  of  Virginia. 
Box  48.  MCV  Sta.,  Richmond,  VA  23298-0001.  804/786-0494 

April  24-26 

7th  Annual  Clinical  Concerns  in  Primary  Care:  Office  Cardiology 
Place:      Williamsburg.  VA 
Fee:         $295 

Info:        Kathy  Martin.  Office  of  CME.  Medical  College  of  Virginia, 
Box  48,  MCV  Sta.,  Richmond,  VA  23298-0001 .  804/786-0494 

April  27-May  2  land  March  2-7) 
22nd  Annual  Family  Practice  Symposium 
Place:      Augusta.  GA 

Info:        Div.  of  CME.  Medical  College  of  Georgia,  Augusta,  GA  30912- 
6450,  404/828-3967 

April  30-May  2 

Clinical  Nuclear  Cardiology:  Case  Review  with  the  Experts 

Place:      Bethesda,  MD 

Credit:     21,5  hours  Category  I  AMA 

Fee:         $415-465 

Info:        American  College  of  Cardiology,  9111  Old  Georgetown  Rd  , 

Bethesda,  MD  20814.  800/253-4636  (in  MD,  301/897-5400. 

ext  24 1 ) 
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April  30-May  3 

Nonh  American  Society  of  Pacing  and  Electrophvsioloev 
Place:      Boston.  MA 

Credit:     16  hours  Category  I  AMA  (for  General  Sessions) 
Fee:         $90-215 

Info:  NASPE  Registration,  13  Eaton  Court.  Wellesley  Hills,  MA 
02181.  617/237-1866 

May  2-9 

Doppier  and  2-D  Echocardiology 
Place:      Newport  Beach,  CA 
Fee:         $895  approx, 
Credit:    40  hours  Category  I  AMA 

Info:  Lisa  Krehbiel.  Institute  for  Medical  Studies.  30131  Town  Cen- 
ter Dr..  Ste,  215.  Laguna  Niguel.  CA  92677.  714/495-4499 

May  8-10 

6th  Annual  MCV  Cardiology  Conference 
Place:      Williamsburg,  VA 
Fee:        $325 

Info:        Kathy  Martm.  Office  of  CME.  Medical  College  of  Virginia, 
Box  48,  MCV  Sta. ,  Richmond,  VA  23298-0001 .  804/786-0494 
May  14-16 

Vascular  Surgery  1987:  Third  International  Vascular  Symposium 

Place:      New  York,  NY 

Fee:        $400 

Credit:    24  hours  Category  I  AMA 

Info:        Ann  J.  Boehme,  Assoc.  Director  for  CME,  Long  Island  Jewish 

Medical  Center.  New  Hyde  Park,  NY  11042.  718/470-8650 
May  18-19 

14th  Annual  Hans  Berger  Day  and  EEC  Symposium 
Place:      Richmond,  VA 
Fee:         $250 

Info:        Kathy  Martin,  Office  of  CME.  Medical  College  of  Virginia. 
Box  48.  MCV  Sta.,  Richmond.  VA  23298-0001 .  804/786-0494 
May  19-22 

Cell  Calcium  Metabolism  '87:  Physiology.  Biochemistry,  Pharmacology, 

and  Clinical  Implications 

Place:      Washington,  D.C. 

Info:  Dr.  Gary  Fiskum,  Dept.  of  Biochemistry,  The  George  Wash- 
ington University  of  Medicine  and  Health  Sciences,  2300  Eye 
St.  NW,  Washington,  D.C.  20037. 

May  23-25 

Gynecologic  Urology  and  Pelvic  Surgery 
Place:      Williamsburg.  VA 
Fee:         $260 

Info:  Kathy  Martin.  Office  of  CME,  Medical  College  of  Virginia. 
Box  48.  MCV  Sta..  Richmond.  VA  23298-0001 .  804/786-0494 

May  26-30 

Fifth  Annual  Cardiology  Update 
Place:      Honolulu,  HA 
Fee:         $395 

Info:  Lisa  Krehbiel,  30131  Town  Center  Dr.,  Ste.  215,  Laguna  Ni- 
guel, CA  92677.  714/495-4499 

May  30 

Tough  Psychiatry  Problems  in  Medical  Practice 

Place:      Gatlinburg,  TN 

Info:        Ramona  Miller,  Ph.D.,  Program  Coordinator,  Office  of  CME, 

Quillen-Dishner  College  of  Medicine,  Johnson  City,  TN  37614 

615/929-6204 

June  1-5 

Basic  Mechanisms  of  Cardiovascular  Diseases:  Implications  for  Preven- 
tion and  Therapy 
Place:      London,  England 
Credit:     26  hours  Category  I  AMA 
Fee:         $425 
Info:        London  Cardiology  Course,  Div.  of  CME-Vanderbilt,  CCC- 

5326  Medical  Center  North,  Nashville,  TN  37232    615/322- 

4030 

June  3-7 

Eleventh  Annual  Postgraduate  Course  on  Rehabilitation  of  the  Brain- 
Injured  Adult  and  Child 
Place:      Williamsburg,  VA 
Fee:         $285 
Info:        Kathy  Martin,  Office  of  CME,  Medical  College  of  Virginia, 

Box  48.  MCV  Station,  Richmond,  VA  23298-0001.  804/786- 

0494 


June  4-6 

1 1th  Annual  Update  Cardiology  for  the  Primary  Physician 

Place:      Charleston,  SC 

Credit:     1 9  Hours  Category  I  AMA 

Fee:         $335-400 

Info:  Registration  Secretary,  Extramural  Programs  Dept.,  American 
College  of  Cardiology,  91 1 1  Old  Georgetown  Rd.,  Bethesda, 
MD  20814.  800/253-4636  (in  MD  and  AK.  301/897-5400,  ext 
226) 

June  9-13 

4th  Annual  Adult  Infectious  Disease  Seminar  —  Current  Update 

Place:      Hilton  Head  Island,  SC 

Credit:     19  hours  Category  I  AMA,  AAFP 

Fee:         $295 

Info:  George  M.  Converse,  M.D.,  Director,  Medical  Education,  Lloyd 
Noland  Hospital  and  Health  Centers.  701  Ridgeway  Rd  Fair- 
field. AL  35064.  800/845-6131  (in  SC.  800/922-7042) 

June  10-13 

Post-Graduale  Course:  Dermatology  for  Non-Dermatologists 
Place:      Myrtle  Beach.  SC 
Credit:     15  hours  Category  I  AMA 
Fee:         $200-350 

Info:  Div.  of  Dermatology.  Box  3135,  Duke  University  Medical  Cen- 
ter, Durham  27710.  919/684-2504 

June  11-13 

Current  Advances  in  Pediatric  Practice 

Place:      Gatlinburg,  TN 

Credit:     12  hours  Category  I/PREP,  AAP,  AAFP 

Info:  Dr.  Sandra  Loucks,  University  of  Tennessee  Memorial  Re- 
search Center  and  Hospital,  Dept.  of  Pediatrics,  1924  Alcoa 
Highway.  Knoxville,  TN  37920.  615/544-9331 

June  15-17 

Management  of  Clinically  Localized  Prostate  Cancer 
Place:      Bethesda,  MD 
Credit:     14  hours  Category  I  AMA 

Info:  Nancy  Cowan,  Prospect  Associates,  1801  Rockville  Pike,  Suite 
500,  Rockville,  MD  20852.  301/468-6555 

June  15-18 

18th  Annual  Internal  Medicine  Symposium 
Place:      Kiawah  Island.  SC 

Info:  Div.  of  CME.  Medical  College  of  Georgia.  Augusta.  GA  30912- 
6450.  404/828-3967 

July  9-11 

Clinical  Obstetrics 
Place:      Kiawah  Island.  SC 

Info:  Div.  of  CME.  Medical  College  of  Georgia.  Augusta.  GA  30912- 
6450.  404/828-3967 

July  13-16 

Clinical  Cardiology 
Place:      Kiawah  Island.  SC 

Info:  Div.  of  CME.  Medical  College  of  Georgia.  Augusta,  GA  30912- 
6450.  404/828-3967 

July  17-19 

Practical  Internal  Medicine:  Selected  Topics  for  the  Internist 
Place:      Virginia  Beach,  VA 
Fee:         $295 

Info:  Kathy  Martin,  Office  of  CME,  Medical  College  of  Virginia, 
Box  48,  MCV  Station.  Richmond,  VA  23298-0001 

July  22-26 

Critical  Care  Medicine 
Place:      Kiawah  Island,  SC 

Info:  Div.  of  CME,  Medical  College  of  Georgia,  Augusta,  GA  30912- 
6450.  404/828-3967 

July  27-29 
Pediatric  Update  1987 
Place:      Kiawah  Island,  SC 

Info:  Div.  of  CME,  Medical  College  of  Georgia,  Augusta,  GA  30912- 
6450.  404/828-3967 

July  31-August  2 

The  9th  Annual  Pediatric  Primary  Care  Conference:  Pediatrics  at  the 
Beach 

Place:      Virginia  Beach,  VA 
Fee:         $275 

Info:  Kathy  Martin,  Office  of  CME,  Medical  College  of  Virginia, 
Box  48,  MCV  Station,  Richmond,  VA  23298-0001 
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Now  the  evidence  looks  better 
than  ever 


Significantly  reduced  risk  of 
endonnetrial  hyperplasia 

Endometrial  hyperplasia  was  significantly  reduced  when  pro- 
gestin was  added  to  PREMARIN  therapy  for  more  than  ten  days 
a  month! "  The  risk  of  endometrial  hyperplasia  may  also  be 
reduced  through  cyclic  administration  of  unopposed,  low-dose 
PREMARIN. 

Effect  on  lipids — an  innportant  feature 

PREMARIN  used  alone  does  not  adversely  affect  lipid  levels.  In 
fact,  a  clinical  study  has  shown  a  significant  increase  in  HDL 
cholesterol— from  49.7  mg/dL  to  56.4  mg/dL— and  decrease  in 
LDL  cholesterol— from  165.1  mg/dL  to  138.1  mg/dL— after  one 
year  of  therapy  with  PREMARIN,  0.625  mg."" 

Low-dose  control  of  menopausal  symptoms' 

PREMARIN  effectively  relieves  vasomotor  symptoms,  such  as 
hot  flashes.  When  estrogen  deficiency  is  limited  to  atrophic 
vaginitis,  PREMARIN*  (con)ugated  estrogens)  Vaginal  Cream 
restores  the  vaginal  environment  to  its  premenopausal  state. 

The  most  widely  used,  most  extensively 
studied  estrogen  worldwide. 


PREMARIN* 

(Conjugated  Estrogens  Tablets) 
Most  trusted  for  more  reasons 


*PREMARIN  is  indicated  tor  moderate-to-severe  vasomotor  symptoms. 
Please  see  following  page  for  brief  summary  of  prescribing  information 


For  moderate-to-severe 
vasomotor  symptoms 

PREMARIN^ 

(Conjugated  Estrogens  Tablets) 


^^S 


0.3  mg    0.625  mg       0.9  mg        1.25  mg  2.5  mg 

The  appearance  of  these  tablets  is  a  trademark  of  Ayerst  Laboratories 


BRIEF  SUMMARY  (FOR  FUU.  PRESCRIBING  INFORMATION  AND  PATIENT  INFORMATION   SEE  PACKAGE 
CIRCULARS  ) 

PREMARIN*  Brand  of  con|uoateit  etiroBent  lableU,  USP 

PREMARIN*  Brand  ol  conjugated  eitrogent  Vaginal  Cream  in  a  nonliquetying  baie 


1  ESTROGENS  HAVE  BEEN  REPORTED  TO  INCREASE  THE  RISK  OF  ENDOMETRIAL  CARCINOMA 

Three  mdependeni  case  conitoi  siudies  have  reported  an  mcfeased  risk  ol  endomelnai  cancer  m 
poslmenopausal  women  exposed  lo  exogenous  eslrogens  (or  more  than  one  year  This  risk  was  indepen- 
dent of  the  olher  known  risk  (aclors  (or  endometrial  cancer  These  studies  are  lurlher  supported  by  the 
linding  Ihat  incidence  rates  ol  endometrial  cancer  have  increased  sharply  since  1969  m  eight  ditlerenl  areas 
of  the  United  Slates  wilh  population-based  cancer  reporting  systems,  an  increase  which  may  be  related  lo 
the  rapid)y  expanding  use  of  estrogens  during  the  last  decade  The  three  case  control  studies  reported  Ihat 
Ihe  risk  ol  endometrial  cancer  m  estrogen  users  was  adoul  4  5  to  13  9  times  grealer  than  in  nonusers  The 
nsk  appears  to  depend  on  both  duration  ol  treatment  and  on  estrogen  dose  In  view  ol  these  lindmgs  when 
estrogens  are  used  lor  the  treatment  ol  menopausal  symptoms,  the  lowest  dose  Ihat  will  control  symptoms 
should  be  utilized  and  medication  snoulO  be  discontinued  as  soon  as  possible  When  prolonged  tieatment  is 
medically  indicated,  the  palienl  should  be  reassessed  on  at  least  a  semiannual  basis  lo  determine  Ihe  need 
tor  continued  therapy  Although  the  evidence  must  be  considered  preliminary,  one  study  suggests  that 
cyclic  admimslration  ol  low  doses  ol  estrogen  may  carry  less  risk  than  continuous  aammislralion,  it 
therefore  appears  prudent  to  utilize  such  a  regimen  Close  clinical  surveillance  of  all  women  taking 
eslrogens  is  imporlani  In  all  cases  of  undiagnosed  persislent  or  recurring  abnormal  vaginal  bleeding 
adequate  diagnostic  measures  should  be  undertaken  to  rule  out  malignancy  There  is  no  evidence  at  present 
thai  'natural  estrogens  are  more  or  less  hazardous  than  •syntheiic'  estrogens  at  equiestrooenic  doses 

2  ESTROGENS  SHOULD  NOT  BE  USED  DURING  PREGNANCY 

The  use  ol  lemale  sex  hormones,  both  eslrogens  and  progestogens,  during  early  pregnancy  may  seriously 
damage  Ihe  oHspnng  H  has  been  shown  that  lemales  exposed  m  ulero  lo  dielhylslilbeslrol.  a  non-sleroidal 
estrogen,  have  an  increased  risk  ol  developing  in  later  lile  a  lorm  ol  vaginal  or  cervical  cancer  Ihat  is 
ordmanly  extremelv  rare  This  nsk  has  been  estimated  as  not  greater  than  4  per  1,000  exposures 
Furlhetmore,  a  high  percentage  ol  such  exposed  women  (Irom  30%  lo  90%)  have  been  founo  to  have 
vaginal  adenosis,  epiihehal  changes  ol  the  vagina  and  cervix  Although  these  changes  are  histologically 
benign,  it  is  not  known  whether  they  ate  precursors  ol  malignancy  Although  similar  data  are  not  available 
with  the  use  of  other  estrogens,  it  cannot  be  presumed  they  would  not  induce  similar  charges  Several 
reports  suggest  an  association  berween  mlrauterme  exposure  to  female  sex  hormones  and  congenital 
anomalies,  mcludmgcongenital  heart  defects  and  limb  reduction  defects  One  case  control  study  estimaled 
a  4  7-fold  increased  risk  ol  limb  reduction  defects  in  inlants  exposed  m  ulero  to  sex  hormones  (oral 
contraceptives,  hormone  withorawal  tests  (or  pregnancy,  or  attempted  Irealment  lor  threatened  abortion) 
Some  ol  these  exposures  were  very  short  and  involved  only  a  lew  days  ol  treatment  The  data  suggest  thai 
Ihe  risk  ol  limb  (eduction  delects  in  exposed  fetuses  is  somewhat  less  Ihan  t  per  1 ,000  In  the  past  lemale 
sex  hormones  have  been  used  during  pregnancy  in  an  attempt  to  Ireat  threatened  or  habitual  abortion  There 
IS  considerable  evidence  that  estrogens  ate  meftective  (or  these  indications  and  there  is  no  evidence  Irom 
well  conltolled  studies  that  progestogens  are  efleclive  for  these  uses  II  PREMARIN  is  used  during 
pregnancy,  or  If  the  patient  becomes  pregnant  while  taking  this  drug,  she  should  be  apprised  ofthe  potential 
risks  to  the  fetus  and  Ihe  advisability  ol  pregnancy  continuation 


DESCHIPTIOM:  PREMARIN  (coniugaled  eslrogens,  USP)  contains  a  mixture  of  eslrogens,  obtained  exclusively 
from  nalural  sources,  blended  to  represent  Ihe  average  composition  ol  malertal  derived  Irom  pregnant  mares' 
urine  II  contains  estrone,  equilin,  and  i/a-dihydroeguilin,  logethei  with  smaller  amounts  o(  tfa-estradiol 
equilenin,  and  17a-dihydfoequiienin  as  salts  ol  their  suKate  esters  Tablets  are  available  m  0  3  mg,  0  625  mg,  0  9 
mg,  1  25  mg,  and  2  5  mg  strengths  ol  coniugaied  estrogens  Cream  is  available  as  0  625  mg  coniugated 
eslrogens  pet  oram 

IKDtCATIOHS  AND  USAGE;  PREMARIN  (coniugateO  eslrogens  tablets,  UbP)  Moderaie-io-severe  momotof 
symptoms  associated  with  the  menopause  (There  is  no  evidence  that  esltogens  are  edective  lor  nervous 
symptoms  or  depression  without  associated  vasomotor  symploms  and  they  should  not  be  used  to  treat  such 
conditions )  Oileoporoilt  (abnormally  low  bone  mast).  Atrophic  vaginitis  Ktaurosis  vulvae  Female 
castration 

PREMARIN  (conjuoatet)  esifogerts)  Vaginal  Cteam  is  indicated  in  Ihe  ttealment  ol  atrophic  vaginitis  and 
ktaufosrs  vulvae  PREMARIN  HAS  NOT  BEEN  SHOWN  TO  BE  EFFECTIVE  FOR  ANY  PURPOSE  DURING  PREG- 
NANCY ANO  ITS  USE  MAY  CAUSE  SEVERE  HARM  TO  THE  FETUS  (SEE  BOXED  WARNING) 
Concomitant  Progestin  Uie:  The  lowest  ehective  dose  appjopnate  lot  the  speciiic  indication  should  be  utilized 
Studies  ol  the  addition  ol  a  ptogestm  lor  7  or  mote  days  ol  a  cycle  o(  estrogen  admmisltation  have  reported  a 
lowered  incidence  ol  endometrial  hyperplasia  Morphological  and  biochemical  studies  ol  Ihe  enoomettium 
suggesl  thai  to  to  13  days  ol  progestin  are  needed  lo  provide  maximal  maturation  ol  the  endometrium  and  to 
eliminate  any  hypetplastic  changes  Whelhet  this  will  ptovide  ptoiection  from  endomelnai  carcinoma  has  not 
been  clearly  established  There  are  possible  additional  nsks  which  may  be  associated  with  the  inclusion  ol 
progestin  m  estrogen  replacement  regimens  [See  PRECAUTIONS  I  The  choice  of  progestin  and  dosage  may  be 
important,  product  labeling  should  be  reviewed  lo  minimize  possible  adverse  effects 
CONTRAIHDICATIOMS  Estrogens  should  not  be  used  in  women  (or  men)  with  any  ol  the  following  i:ond[|ions  1 
Known  01  suspected  cancer  ol  the  breast  except  in  appropriately  selected  patients  being  treated  lor  metastatic 
disease  2  Known  or  suspected  estrogen-dependent  neoplasia  3  Known  or  suspected  pregnancy  (See  Boxed 
Warning)  4  Undiagnosed  abnormal  gemtai  bleeding  5  Active  thrombophlebitis  or  thromboembolic  disorders 
6  A  past  history  ol  thrombophlebitis,  thrombosis  or  thromboembolic  disorders  associated  with  previous 
estrogen  use  (except  when  used  m  treatment  ol  breast  or  prostatic  malignancy) 

WARNINGS:  Long-term  conimuous  administration  of  natural  and  synthetic  estrogens  in  certain  anirnal  species 
increases  the  Ireguency  of  carcinomas  of  the  breast,  cervix,  vagina  and  liver  There  are  now  reports  thai 
eslto(]ens  increase  the  risk  ol  carcinoma  of  the  endornetnum  in  humans  (See  Boxed  Warning  )  Al  the  present 
time  inere  is  no  satisfactory  evidence  that  estrogens  given  to  postmenopausal  women  increase  Ihe  nsk  of  cancer 
of  the  breast,  although  a  receni  study  has  raised  1ms  possibility  There  is  a  need  lor  caution  m  prescribing 
estrogens  (or  women  with  a  strong  family  history  of  breast  cancer  or  who  have  breast  nodules,  fibtocyslic 
disease,  or  abnormal  mammograms  A  recent  study  has  reported  a  2-  to  3-!old  increase  in  the  risk  ol  surgically 
confirmed  gallbladder  disease  m  women  receiving  postmenopausal  estrogens 

Adverse  effects  of  oral  contraceptives  may  be  expected  al  the  larger  doses  of  esirogen  used  lo  treat  prostatic  or 
breast  cancer  or  postpartum  breast  engorgemenl,  it  has  been  shown  tnat  there  is  an  increased  risk  of  thrombosis 
in  men  receiving  estrogens  lor  prostatic  cancer  and  women  lor  postpartum  breast  engorgement  Users  ol  oral 
contraceptives  have  an  increased  nsk  ol  diseases,  such  as  thrombophlebitis,  pulmonary  embolism,  stroke,  and 
myocardial  infarction  Casesof  retinal  thrombosis,  mesenteric  thrombosis,  and  optic  neurilis  have  been  reported 
in  oral  contraceptive  users  An  increased  risk  of  posisurgery  thromboembolic  complications  has  also  been 
reported  m  users  of  oral  contraceptives  If  feasible  estrogen  should  be  discontinued  at  least  4  weeks  before 
surgery  ol  the  lype  associated  with  an  increased  nsk  of  Ihromboembohsm  or  during  periods  of  prolonged 
immobilization  Estrogens  should  not  be  used  m  persons  with  active  thrombophlebitis,  thromboembolic  disor- 
ders, or  m  persons  with  a  history  ol  such  disorders  m  association  with  estrogen  use  They  should  be  used  with 


For  atrophic  vaginitis 

PREMARIN* 

(Conjugated  Estrogens) 


Vaginal 
Cream 


0.625mg/ 


caution  m  patients  with  cerebral  vascular  or  coronary  artery  disease  Large  doses  (5  mg  coniugated  eslrogens 
per  day),  comparable  to  those  used  to  treat  cancer  of  Ihe  prostate  and  breast  have  been  shown  lo  increase  the 
nsk  ol  nonfatal  myocardial  inlarction,  pulmonary  embolism  and  thrombophlebitis  When  doses  ol  this  size  are 
used,  any  of  Ihe  thromboembolic  and  thrombotic  adverse  effects  should  be  considered  a  clear  nsk 

Benign  hepatic  adenomas  should  be  considered  m  estrogen  users  having  abdominal  pam  and  tenderness 
abdominal  mass,  or  hypovolemic  shock  Hepatocellular  carcinoma  has  been  reported  in  women  taking  estrogen- 
containing  oral  contraceptives  Increased  blood  pressure  may  occur  with  use  ol  estrogens  m  Ihe  menopause  and 
blood  pressure  should  be  monitored  with  estrogen  use  A  worsening  of  glucose  tolerance  has  been  observed  in 
patients  on  estrogen-containing  oral  contraceptives  For  this  reason,  diabetic  patients  should  be  carelully 
observed  Estrogens  may  lead  lo  severe  hypercalcemia  in  patients  with  breast  cancer  and  bone  metastases 
PRECAUTIONS;  Physical  examination  and  a  complete  medical  and  family  history  should  be  laken  prior  to  the 
initiation  ol  any  estrogen  therapy  with  special  reference  to  blood  pressure  breasts ,  abdomen ,  and  pelvic  organs 
and  should  include  a  Papanicolaou  smear  As  a  general  rule,  estrogen  should  not  be  prescribed  lor  longer  thari 
one  year  without  another  physical  examination  being  performed  Conditions  influenced  by  fluid  retention  such  as 
asthma  epilepsy,  migraine,  and  cardiac  or  renal  dyslunction,  require  careful  observation  Certain  patients  may 
develop  maniteslations  of  excessive  estrogenic  stimulation,  such  as  abnormal  or  excessive  ulenne  bleeding 
mastodynia,  etc  Prolonged  admmistralion  of  unopposed  estrogen  therapy  has  been  reported  lo  increase  the  risk 
ol  endometrial  hyperplasia  in  some  patients  Oral  contraceptives  appear  lo  be  associated  with  an  increased 
incidence  of  mental  depression  Patients  with  a  history  of  depression  should  be  carefully  observed  Preexisting 
uterine  leiomyomata  may  increase  in  size  during  estrogen  use  The  pathologist  should  be  advised  of  estrogen 
therapy  when  relevant  specimens  are  submitted  II  laundice  develops  m  any  patient  receiving  estrogen  Ihe 
medication  should  be  discontinued  while  the  cause  is  investigated  Estrogens  should  be  used  with  care  in  patients 
with  impaired  liver  function,  renal  insufficiency,  metabolic  bone  diseases  associated  with  hypercalcemia  or  in 
young  patients  in  whom  bone  grovrth  is  not  complete  If  concomitant  progestin  therapy  is  used  potential  risks 
may  include  adverse  effects  on  carbohydrate  and  lipid  metabolism 

The  lollowing  changes  may  be  expected  with  larger  doses  of  estrogen 

a  fncreased  sulfobromophthalein  retention 

b  Increased  prothrombin  and  laclors  VII,  VIII,  IX,  and  X,  decreased  antithtombin  3  increased  nor- 
epinephrme-induced  platelet  aggregability 

c  Increased  thyroid  binding  globulin  (TBG)  leading  to  increased  circulating  total  thyroid  hormone  as 
measured  by  PBl.  T4  by  column,  or  T4  by  radioimmunoassay  Free  T3  resin  uptake  is  decreased  reHecting  the 
elevated  TBG,  free  T4  concentration  is  unaltered 

d   Impaired  glucose  tolerance 

e  Decreased  piegnanediol  excretion 

f    Reduced  response  to  melyrapone  lest 

9   Reduced  serum  folate  concentration 

h  Increased  serum  triglyceride  and  phospholipid  concentration  As  a  general  principle,  Ihe  administration  ot 
any  drug  to  nursing  mothers  should  be  done  only  when  clearly  necessary  since  many  drugs  are  excreted  in  human 
milk 

ADVERSE  REACTIONS:  The  lollowing  have  been  reported  with  estrogenic  therapy,  including  oral  contraceptives 
breakthrough  bleeding,  spoiling,  change  in  menstrual  Ifow,  dysmenorrhea,  premenslrual-ltke  syndrome: 
amenorrhea  during  and  after  treatment,  increase  in  size  ol  uterine  libromyomala,  vaginal  candidiasis,  change  iri 
cervical  erosion  and  in  degree  ot  cervical  secretion,  cystitis-like  syndrome,  tenderness,  enlargement  secretion 
(ol  breasts),  nausea,  vomiting,  abdominal  cramps,  bloating,  cholestatic  laundice,  chloasma  or  melasma  which 
may  persist  when  drug  is  discontinued,  erythema  multilorme,  erythema  nodosum,  hemorrhagic  eruption,  loss  of 
scalp  hair,  hirsutism,  steepening  ot  corneal  curvature,  intolerance  to  contact  lenses,  headache,  migraine, 
dizziness,  mental  depression ,  chorea,  increase  or  decrease  in  weight,  reduced  carbohydrate  tolerance  aggrava- 
tion ol  porphyria  edema,  changes  in  libido 

ACUTE  OVERDOSAGE,  May  cause  nausea,  and  withdrawal  bleeding  may  occur  in  females 
DOSAGE  AND  ADMINISTRATION: 
PREMARIN  -  Brand  Ot  conjugated  estrogens  tablets,  USP 

1  Given  cyclically  lot  sDott-ierm  use  only  For  treatment  ol  moderate  lo  severe  vasomotor  symptoms,  atropliic 
vaginitis,  or  kraurosis  vulvae  associated  with  Ihe  menopause  (0  3  lo  1  25  mg  or  more  daily)  The  lowest  dose  thai 
will  control  symploms  should  be  chosen  and  medication  should  be  discontinued  as  promptly  as  possible 
Administration  should  be  cyclic  (eg,  three  weeks  on  and  one  week  off)  Attempts  to  discontinue  or  taper 
medication  should  be  made  at  three-  to  six-month  intervals 

2  Given  cyclicslly  Female  castration  Osteoporosis  Female  castration— 1  25  mg  daily,  cyclically  Ad|ust 
upward  or  downward  according  lo  response  of  Ihe  patient  For  maintenance,  ad)USt  dosage  to  lowest  level  that 
will  provide  effective  control  Osteoporosis  —0  625  mg  daily  Administration  should  be  cyclic  (eg,  three  weeks 
on  and  one  week  off) 

Patients  with  an  intact  uterus  should  be  monitored  (or  signs  of  endometrial  cancer  and  appropriate  measures 
taken  lo  rule  out  malignancy  in  the  event  ol  persistent  or  recurring  abnormal  vaginal  bleeding 
PREMARIN'  Brand  of  con|ugaied  eslrogens  Vaginal  Cream 
Given  cyclically  lor  short-term  use  only  For  treatment  of  atrophic  vaginitis  or  kraurosis  vulvae 

The  lowest  dose  that  will  control  symploms  should  be  chosen  and  medication  should  be  discontinued  as 
promptly  as  possible 
Administration  should  be  cyclic  (eg  three  weeks  on  and  one  week  off) 
Attempts  to  discontinue  or  taper  medication  should  be  made  al  three-to-six  month  intervals 
Usual  dosage  range  2  lo  4  g  daily,  intravagmally.  depending  on  the  seventy  of  the  condition 
Treated  patients  with  an  intact  uterus  should  be  monitored  closely  for  signs  ol  endomelnai  cancer  and 
appropriate  diagnostic  measures  should  be  taken  to  rule  out  malignancy  in  the  event  of  persistent  or  recurnng 
abnormal  vaginal  bleeding 
Reterences: 

1,  Whitehead  Ml,  TownsendPT  Pryse-OaviesJ,  elal  Effects  ol  eslrogens  and  progestins  on  Ihe  biochemistry  and 
morphology  ol  the  postmenopausal  endometrium  N  Engl  J  Med  1981,305  1599-1605  2,  Paterson  MEL,  Wade- 
Evans  T  Siurdee  OW,  et  al  Endometrial  disease  alter  treatment  with  oestiogens  and  prooesiogens  m  the 
climacteric  Br  Med  J  1980,280  822-824  3,  Magos  AL,  Brmcat  M,  Studd  JWW,  et  al  Amenorrhea  and 
endometrial  atrophy  with  continuous  oral  estrogen  and  progestogen  therapy  ir  postmenopausal  women  Obstet 
GynecolMS.S/  496-499  4,  Whitehead  Ml,  LaneG,  SiddleN,  etal  Avoidance o! endometrial hyperslimulation 
in  esitogen-ireated  postmenopausal  women  Semin  Reprod  Endocrinol  19B3,i  1,41-52  5.  Barnes  RB,  Roy  S. 
Lobo  RA  Companson  ol  lipid  and  androgen  levels  alter  coniugated  estrogen  or  depo-medroxyprogesterone 
acetate  IteatmenI  in  postmenopausal  women  Obstel  Gynecol  1985,66  216-219 
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Letters  to  the  Editor 


From  the  State  Surgeon,  North  Carolina  Army  National 
Guard 

To  North  Carolina  Physicians: 

For  thirty  years  1  have  enjoyed  a  combined  medical  prac- 
tice of  civilian  and  military  by  belonging  to  the  North  Car- 
olina National  Guard.  During  this  period  I  have  observed 
our  civilian  physician  numbers  increase  to  the  point  of  over- 
supply  while  physicians  practicing  military  medicine  in  the 
militia  of  our  state  have  been  steadily  decreasing  in  numbers. 
This  creates  a  shortage  of  physicians  serving  our  own 
North  Carolina  guardsmen,  some  thirteen  thousand  of  them, 
places  our  guardsmen  at  increased  risk  when  they  are  in 
training  status,  deprives  our  physicians  of  the  opportunities 
and  experiences  associated  with  field  medicine,  deprives 
our  physicians  of  the  varied  experiences  associated  with 
travel  to  distant  states  and  to  foreign  countries  in  training 
status,  and  deprives  our  physicians  of  the  satisfaction  of 
supporting  our  nation ,  state ,  and  more  especially  our  guards- 
men neighbors  as  they  serve  their  country,  and  finally,  den- 
ies themselves  a  very  substantial  addition  to  their  own  re- 
tirement income.  In  some  needed  specialties,  the  guard  can 
help  by  repaying  up  to  $20,000  in  medical  school  education 
loans. 

1  am  and  have  been  a  guardsman  by  choice.  1  was  not  at 
risk  of  the  draft  or  any  other  pressures  when  I  applied  and 
accepted  a  commission  in  the  Medical  Corps  in  the  North 
Carolina  National  Guard.  There  are  many  ways  to  serve 
one's  nation.  1  chose  this  way.  If  any  North  Carolma  phy- 
sicians are  interested  in  serving  their  fellowman  and  their 
country  and  at  the  same  time  being  richly  rewarded  tangibly 
and  intangibly,  I  urge  them  to  contact  Captain  Regan  or 
Sergeant  First  Class  Denison  at  919/733-3770,  Ext  213  or 
1-800/662-1872,  and  discuss  their  situation  and  their  op- 
portunities. 

"Every  professional  owes  something  of  himself  to  his 
country." 

Corbett  L.  Quinn,  M.D.,  State  Surgeon 

North  Carolina  Army  National  Guard 

P.O.  Box  189 

Magnolia,  NC  28453-0189 

To  the  Editor: 

The  Pediatric  Branch  of  the  National  Cancer  Institute  is 
seeking  the  referral  of  pediatric  patients  with  cancer  for  the 
evaluation  of  several  new  treatment  programs. 

A  variety  of  innovative  treatment  protocols  has  been  de- 
veloped for  patients  with  either  newly  diagnosed  or  previ- 
ously treated  childhood  malignancies. 

We  are  interested  in  seeing  newly  diagnosed  patients  with 


acute  leukemia,  Hodgkins  and  non-Hodgkins  lymphoma, 
rhabdomyosarcoma,  osteogenic  sarcoma  and  Ewing's  sar- 
coma (or  other  bony  or  soft  tissue  sarcomas).  Previously 
treated  patients  with  these  and  other  diagnoses  (including 
primary  and  metastatic  CNS  malignancies)  may  be  eligible 
for  treatment. 

Clinical  protocols  emphasize  new  and  experimental  treat- 
ment approaches  including  high  dose  chemotherapy,  au- 
tologous bone  marrow  rescue,  and  Phase  I  and  Phase  II 
studies  of  new  chemotherapeutic  agents  and  biological  re- 
sponse modifiers,  including  interleukin.  Selected  patients 
with  refractory  malignancies  (e.g.,  leukemia)  who  do  not 
have  an  appropriate  HLA  match  may  be  eligible  for  a  new 
bone  martow  transplantation  program  evaluating  the  fea- 
sibility of  transplanting  bone  marrow  from  an  unrelated, 
MHC  un-matched  donor  which  has  been  treated  to  eliminate 
T  cell  contamination. 

Our  program  stresses  close  communication  and  cooper- 
ation with  referring  physicians.  Every  effort  is  made  to  keep 
you  fully  informed  as  to  the  status  of  your  patients  and  in 
most  situations  patients  will  promptly  return  to  your  care 
for  joint  follow-up  in  collaboration  with  the  National  Cancer 
Institute.  In  this  way,  the  limited  number  of  children  with 
cancer  can  be  enrolled  in  the  clinical  research  process  while 
being  cared  for  in  their  home  community. 

Patients  must  be  willing  to  travel  to  the  Clinical  Center 
initially  and  at  periodic  intervals.  There  is  no  charge  to  the 
patient  for  medical,  surgical  or  other  hospital  services  ren- 
dered as  the  necessary  part  of  their  participation  in  our 
clinical  research  protocols. 

To  refer  a  patient  or  to  obtain  further  information,  please 
call  or  write: 

Philip  A.  Pizzo,  M.D. 

Chief,  Pediatric  Branch 

National  Cancer  Institute 

Building  10  —  Room  13N240 

Bethesda,  MD  20892 

301/496-4256  (Collect) 

A  Follow-up  on  a  Case  Report 

To  the  Editor: 

In  the  September  1986  issue  of  the  NCMJ  we  described 
a  36-year-old  woman  with  acute  nonlymphocytic  leukemia 
(ANLL)  who  had  strong  clinical  and  pathologic  evidence 
that  she  had  been  "cured"  of  hepatic  candidiasis  (Powell 
BL,  Jackson  DV  Jr,  Craig  JB,  Richter  JE,  Capizzi  RL,  Cure 
of  Hepatic  Candidiasis  in  Acute  Leukemia,  1986;47:393- 
5).  In  brief,  following  successful  induction  therapy,  this 
patient  had  hepatic  (and  probable  splenic)  candidiasis  doc- 
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umented  by  CT  Scan  and  laparoscopy  with  directed  liver 
biopsies.  She  was  treated  with  a  prolonged  course  of  am- 
photericin B  and  5-tluorocytosine.  Clinical  response  to  ther- 
apy was  confirmed  by  gradual  improvement  in  the  radi- 
ographic abnormalities,  negative  laparoscopy  with  directed 
liver  biopsies  on  two  separate  occasions,  and  two  successful 
reinductions  for  relapsed  ANLL  without  evidence  of  recur- 
rent hepatosplenic  candidiasis  despite  prolonged  periods  of 
granulocytopenia.  At  the  time  the  manuscript  was  submit- 
ted, the  patient  had  just  completed  a  fourth  induction  attempt 
and  remained  free  of  evidence  of  hepatic  disease  over  30 
months  after  diagnosis  of  hepatic  candidiasis.  Despite 
achieving  transient  fourth  and  fifth  responses  to  induction 
chemotherapy,  the  patient  subsequently  died  from  an  intra- 
cerebral hemorrhage  during  her  seventh  induction  attempt 
(39  months  after  diagnosis  of  hepatic  candidiasis).  Permis- 
sion for  autopsy  was  granted:  findings  included  multiple 
well-demarcated  partially  calcified  nodules  in  the  liver,  spleen 
and  kidneys.  Microscopically,  these  nodules  consisted  of 
areas  of  coagulation  necrosis  encapsulated  by  fibrous  con- 
nective tissue;  Gomori  methenamine  silver  stain  showed 
small  numbers  of  budding  yeasts  with  pseudohyphae  within 
the  areas  of  necrosis.  Cultures  of  the  areas  grew  Candida 
albicans. 

It  is  impossible  to  determine  whether  these  calcified  gran- 
ulomatous foci  represent  old  deposits  of  Candida  albicans 
successfully  walled  off  by  host  defenses  and  were  of  no 
clinical  significance,  chronic  smoldering  infection,  or  rein- 
fection since  the  original  diagnosis  and  treatment  of  hepatic 
±  splenic  candidiasis  over  three  years  earlier.  In  any  case, 
these  findings  further  emphasize  the  difficulty  of  eradicating 
visceral  Candida  infections  in  a  patient  with  acute  leukemia. 

Bayard  L.  Powell,  M.D. 

Don  V.  Jackson,  Jr..  M.D. 

Paula  E.  Szypko,  M.D. 

Department  of  Medicine 

Bowman  Gray  School  of  Medicine 

Wake  Forest  University 

300  South  Hawthorne  Road 

Winston-Salem  26103 

To  the  Editor: 

Your  recent  article  in  the  North  Carolina  McdicalJournal 
(Happy,  Communicative  and  Understanding  Doctors  —  The 
Roles  of  "Humanities"  and  Bioscience.  1986;47:561-2)  has 
occupied  my  thoughts  a  great  deal  during  my  Christmas 
vacation  and  I  feel  compelled  to  respond  to  several  of  your 
points  before  I  begin  my  next  rotation  at  Duke  University 
Medical  School.  Whereas  1  essentially  agree  with  your  ob- 
servation that  course  content  and  the  behavior  of  doctors 
are  poorly  correlated  and  find  your  four  goals  of  a  general 
education  to  be  adequate.  1  believe  out  of  my  own  e.xpe- 
,  rience  as  a  religion  and  English  major  at  UNC-Chapel  Hill 
^  that  study  of  the  humanities  has  some  very  specific  contri- 
butions to  offer  the  would-be  physician. 

In  our  science-influenced  modern  compulsion  to  classify 
and  speciate  all  things,  education  at  the  university  level  has 


been  divided  into  various  departments  and  disciplines  such 
that  the  different  systems  of  learning  and  knowing  are  often 
separated  from  one  another.  This  separation  filters  down  to 
the  structure  of  the  university  teaching  system  itself.  The 
scientific  method,  with  its  heavy  emphasis  on  factual  in- 
formation gathered  from  observation  and  quantitation  be- 
comes enshrined  in  the  natural  and  social  science  depart- 
ments. Other  methods  of  knowing  and  learning,  such  as 
critical  analysis  and  argument,  are  often  the  domain  of  the 
humanities  departments  at  the  undergraduate  level.  The  stu- 
dent who  focuses  his  or  her  energies  very  exclusively  in  the 
sciences  will  likely  spend  his  or  her  four  years  at  college 
learning  an  enormous  body  of  facts  that  have  been  accu- 
mulated as  a  direct  result  of  the  application  of  the  scientific 
method.  He  or  she  will  learn  in  the  lab  the  skills  necessary 
to  quantify  repeatable  observations.  His  or  her  examinations 
will  consist  mostly  of  true-false,  multiple  choice,  and  short 
answer  questions  with  specific  answers  that  are  either  right 
or  wrong.  Upon  graduation  this  student  should  have  an 
excellent  grasp  of  bioscience  and  its  implications  for  what 
it  is  to  be  human  and  what  we  can  achieve  as  humans  using 
the  enormous  tools  of  the  scientific  method. 

The  student  of  the  humanities  is  likely  to  have  a  very 
different  kind  of  education.  He  or  she  will  spend  a  great 
deal  of  time  reading  and  analyzing  other  people's  subjective 
opinions  on  a  wide  variety  of  subjects  such  as  literature, 
history,  art,  and  philosophy.  Much  less  energy  is  likely  to 
be  spent  on  learning  objective  facts  and  more  is  spent  crit- 
ically analyzing  various  arguments  and  learning  to  under- 
stand what  a  specific  perspective  or  approach  can  teach. 
This  student  is  likely  to  be  evaluated  by  his  or  her  ability 
to  write  various  papers  and  essays  conveying  his  or  her  own 
analysis  of  what  has  been  read  and  discussed  in  class.  Or 
this  student  may  be  evaluated  by  his  or  her  ability  to  ef- 
fectively communicate  in  a  foreign  language  or  in  one  of 
the  fine  arts.  When  he  or  she  graduates,  this  student  should 
understand  that  any  system  of  knowledge  has  its  own  set 
of  questions  with  its  own  built-in  answers  which  are  best 
evaluated  by  comprehending  the  system  as  a  whole  and 
asking  what  such  a  system  can  offer  to  enrich  our  under- 
standing of  what  it  is  to  be  human. 

It  is  clear  that  both  skills  taught  in  the  humanities  de- 
partments of  universities  and  those  taught  in  the  science 
departments  have  very  important  contributions  to  offer  to 
those  students  interested  in  being  physicians  as  well  as  any 
person  seeking  an  integrated  quality  education.  What  has 
been  a  concern  to  some  observers  in  recent  years  is  the 
heavy  emphasis  many  pre-medical  students  place  upon  the 
natural  sciences  to  the  exclusion  of  other  courses.  This  is  a 
legitimate  concern,  for  a  physician  who  has  not  acquired 
the  basic  skills  of  analysis  and  critical  thinking  cannot  ef- 
fectively approach  the  diagnosis  and  treatment  of  the  pa- 
tients he  or  she  desires  to  serve.  In  simple  terms  these 
analytic  skills  are  often  taught  in  the  undcrgradtiatc  curricula 
of  our  universities  most  effcctixcly  in  the  humanities  de- 
partments. To  prove  my  hypolhcsis  go  lo  an\  university  on 
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any  day  and  objectively  measure  the  amount  of  discussion 
in  a  literature  or  history  class  and  compare  it  with  that  in 
the  local  physical  chemistry  class  discussing,  say,  the  laws 
of  thermodynamics.  If  discussion-level  correlates  with  the 
amount  of  active  thinking  occurring,  as  I  believe  it  does, 
then  more  often  than  not  my  point  will  be  proven.  The 
lecture-style  format  used  so  extensively  in  the  undergraduate 
teaching  of  the  sciences  seldom  encourages  any  more  vig- 
orous mental  excercise  in  the  classroom  than  passive  lis- 
tening and  frantic  note-taking. 

A  second  point  with  which  I  disagree  strongly  is  the 
assumption  that  an  understanding  of  the  biological  basis  for 
behavior  will  somehow  allow  a  doctor  to  more  effectively 
communicate  with  his  patients  or  to  become  more  tolerant 
of  their  behavior.  Recent  history  teaches  us  that  the  increase 
in  technical  knowledge  does  not  correspond  with  an  in- 
creased capacity  for  tolerance  on  the  part  of  the  human  race. 
An  understanding  of  bioscience  is  only  one  part  of  the  over- 
all contribution  that  the  many  methods  of  knowing  and 
learning  can  contribute  to  the  possibility  of  more  tolerance 
and  better  communication.  The  relationship  between  a  doc- 
tor and  his  or  her  patient  may  perhaps  be  improved  by  the 
awareness  on  the  part  of  the  doctor  of  "the  wide  differences 
in  brain  anatomy  and  the  effects  of  those  differences  on  the 
behavior  of  the  patient,"  but  so  too  may  the  relationship 
perhaps  be  improved  by  an  understanding  on  the  part  of  the 
doctor  of  the  patient's  religious,  cultural,  or  social  history 
and  what  these  factors  may  reveal  about  the  patient's  values 
as  they  pertain  to  his  or  her  own  health. 

With  expertise  in  the  biosciences  without  any  understand- 
ing of  the  humanities  a  physician  is  merely  a  highly-paid 
technician.  Likewise  an  understanding  of  the  humanities 
without  knowledge  of  the  observations  and  principles  upon 
which  medical  science  is  built  is  inadequate  for  the  important 
role  of  the  physician  in  our  society.  At  a  time  when  the  role 
of  the  physician  in  changing  daily,  when  health  care  costs 
are  gobbling  up  larger  and  larger  amounts  of  our  gross 
national  product,  when  medical  science  is  growing  expo- 
nentially and  creating  ethical  and  economic  quagmires  with 
each  new  discovery,  the  physician's  duty  as  "good  citizen" 
necessitates  broader  educational  skills  than  just  those  being 
taught  in  our  undergraduate  science  departments  today.  Any 
students  who  believe  pre-medical  education  stops  at  the 
chemistry  lab  doors  may  find  themselves  inadequately  pre- 
pared for  the  impending  changes  in  the  health  professions 
and  their  ability  to  help  shape  them. 

Grace  Emerson  TeiTcll 

Medical  Student 

DUMC  class  of  '89 

To  Grace  Emerson  Terrell: 

I  enjoyed  reading  your  thoughtful  and  well  phrased  letter. 
I  agree  that  the  non-biologist  can  learn  by  experience  the 
many  and  varied  reactions  between  people.  Unfortunately 
the  non-biologist  can  only  be  descriptive.  Not  knowing  the 
biologic  basis  of  behavior,  the  explanations  for  differences 


will  remain  unclear  and  mystical.  Differences  in  brains  are 
the  basis  for  differences  in  behavior.  Science  is  slowly  de- 
fining these  structural  differences.  Instruction  in  this  area 
is  more  likely  to  facilitate  the  development  of  doctors  who 
are  interested  in  people,  tolerant  of  their  differences  and 
able  to  communicate  with  persons  of  varied  backgrounds 
than  any  number  of  courses  in  the  humanities. 

I  hope  that  we  will  continue  this  discussion  over  the  years 
that  you  are  at  Duke. 

Eugene  A.  Stead,  Jr.,  M.D. 
Editor.  North  Carolina  Medical  Journal 

Responses  to  Dr.  CrlsCs  article  and  the  letters  to  the 
editor  that  it  prompted 

Editor's  note:  For  our  physicians  in  the  Western  part  of  the 
state  who  may  have  missed  the  following  article,  we  reprint 
it  with  permission  from  the  Associated  Press. 

GREENSBORO  (AP)— A  North  Carolina  Medical 
Journal  editorial  (Sobering  Thoughts,  1986:47:511) 
urging  doctors  to  counter  opposition  toward  sex  edu- 
cation, birth  control  and  abortion  has  drawn  angry  re- 
plies. 

The  editorial,  written  by  Dr.  Takey  Crist  of  the  Crist 
Clinic  for  Women  in  Jacksonville,  said  the  foundation 
laid  down  by  such  groups  as  Planned  Parenthood  was 
"being  crippled  by  our  government,  the  fundamental- 
ists, the  Catholic  hierarchy  and  our  litigious  society." 
It  said  those  "forces,  working  together,  are  destroying 
our  patients'  rights  to  reproductive  freedom." 

Crist,  an  obstetrician  and  former  professor  of  ob- 
stetrics and  gynecology  at  the  University  of  North  Car- 
olina at  Chapel  Hill,  told  the  Greensboro  News  &  Re- 
cord that  he  had  written  the  editorial  to  show  doctors 
that  many  health  care  issues  affecting  women  and  in- 
fants had  been  tangled  up  by  the  "politicizing  and 
eniotionalization"  of  sex  education,  birth  control  and 
abortion. 

But  critics  contend  that  although  the  editorial  is  signed 
by  Crist  and  his  colleagues  at  the  Crist  Clinic,  it  appears 
also  to  be  the  view  of  the  journal  and,  thus,  the  position 
of  the  state's  7,263-member  Medical  Society. 

"About  all  it  accomplished  was  to  enable  some  more 
venom  to  be  spit  out,"  said  Dr.  Stephen  J.  Naso,  a 
Charlotte  surgeon  who  wrote  a  critical  letter  to  the 
journal.  He  said  "bigotry  is  at  the  basis  of  this,  not 
religion." 

Among  the  seven  published  letters  (NCMJ 
1987:48:45-7)  .severely  criticizing  the  editorial  was  one 
from  the  Rev.  John  F.  Donoghue,  Catholic  bishop  of 
the  Charlotte  Diocese. 

'  'The  Church  never  has  attempted  to  dictate  to  mem- 
bers what  political  stands  they  should  take,"  Donoghue 
wrote. 

Dr.  Robert  W.  Prichard,  chief  of  pathology  at  the 
Bowman  Gray  School  of  Medicine  in  Winston-Salem, 
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defended  the  right  of  the  journal  and  the  physicians  to 
publish  the  article.  He  wrote  in  a  letter  that  "the  pope 
and  other  Roman  Catholics  are  not  shy  about  stating 
their  opinions." 

In  an  interview,  Prichard,  a  member  of  the  journal 
editorial  board,  said  the  reaction  was  predictable. 

"There  are  a  lot  of  angry  people  out  there."  he  said. 
"Look  at  all  the  money  Jesse  Helms  gets.  I  think  it 
comes  from  angry,  outraged  people."  Helms,  a  Re- 
publican, is  a  U.S.  senator  from  North  Carolina. 

Crist  said  he  was  surprised  by  the  furor  the  more 
recent  editorial  has  created. 

"You  do  abortions  and  you  get  death  threats."  he 
said.  "Abortion  clinics  get  bombed.  These  people  call 
you  murderers.  If  you  try  to  encourage  school  boards 
to  have  responsible  sex  education,  they  accuse  you  of 
promoting  pornography  and  bemg  a  sex  maniac.  Most 
doctors'  practices  can't  take  that,  but  I  think  it's  time 
to  act  together." 

The  journal's  editor.  Dr.  Eugene  Stead.  Duke  Uni- 
versity emeritus  professor  of  medicine,  said  no  apology 
or  retraction  was  warranted  or  would  be  forthcoming. 
Stead  said  his  view  of  the  controversy  was  that  "cer- 
tainly the  Catholic  Church  does  seem  to  complicate 
these  (reproduction)  problems  for  doctors  caring  for 
people." 

The  editorial.  Stead  said,  does  not  represent  the  views 
of  the  medical  journal  or  its  sponsoring  society.  Not 
to  have  published  the  piece  would  have  been  censor- 
ship. Stead  said. 


To  tKe  Editor: 

In  a  curiously  deceptive  if  not  naive  disavowal  of  editorial 
responsibility  for  what  amounts  to  a  singular  denunciation 
of  the  Catholic  Church  and  certain  Protestant  groups,  the 
North  Carolina  MedicalJournal  justifies  ks  November  1986 
editorial  by  Crist  et  al  on  the  basis  of  the  Journal's  policy 
of  freedom  of  expression  by  its  contributors. 

It  is  difficult  to  believe  that  a  contribution  dealing  with 
a  sensitive  social  issue  would  be  highlighted  as  an  editorial 
rather  than  a  letter  if  there  were  not  at  least  sympathy  with 
the  viewpoint  expressed.  By  editorializing  an  incendiary 
statement  which  seeks  substantiation  (both  in  the  original 
and  authors'  response)  by  reference  to  extremist  critics  of 
the  Church,  the  Journal  seriously  undermines  its  editorial 
credibility. 

Stephen  D.  Mumford  was  dismissed  in  1983  as  a  research 
scientist  for  Family  Health  International  in  North  Carolina 
because  of  unwanted  notoriety  related  to  extreme  criticisms 
of  the  Catholic  Church.  The  Catholic  League  for  Religious 
and  Civil  Rights,  patterned  after  the  Jewish  Anti-Defama- 
tion League,  characterizes  Mumford's  statements  as  exhib- 
iting a  "breathtakingly  paranoid  hatred  of  the  Catholic 
Church."' 

Daniel  Maguire.  referred  to  in  the  authors'  response,  is 
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an  ex-priest  and  at  most  a  peripheral  Catholic  theologian. 
He  is  best  known  for  his  advocacy  of  outright  active 
euthanasia-  and  can  hardly  be  invoked  as  a  reasoned  mod- 
erate with  respect  to  his  views  of  the  Church. 

The  sponsoring  of  an  editorial  places  a  distinct  respon- 
sibility on  the  editorial  staff  of  a  journal  to  ensure  a  modicum 
of  balance  and  fairness  which  was  lacking  in  this  instance. 

Robert  K.  Nixon.  M.D. 

Clinical  Professor  of  Medicine 

Univ.  of  North  Carolina 

School  of  Medicine 

References 
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Sunday  Visitor.  Inc..  1984. 
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Two  responses  concerning  Bishop  Donogliue's  letter 

To  the  Editor: 

The  Catholic  Church's  Bishop  Donoghue  says,  "the 
Church  never  has  attempted  to  dictate  to  members  what 
political  stands  they  should  take"(NCMJ  I987;48:46). 

The  abortion  issue  is  a  political  stand,  as  witnessed  by 
the  Supreme  Court  rulings  on  abortion,  the  opposition  to 
abortion  by  conservative  Republicans  and  the  support  of 
abortion  by  liberal  Democrats. 

There  has  never  been  a  more  politically  oriented  religious 
group  than  the  Catholic  Church. 

I  would  hazard  a  guess  that  most  of  the  doctors  who 
oppose  your  editorial  on  sex  education,  birth  control  and 
abortion  are  Catholics. 

George  A.  Yelverton.  Jr. 
3910  Manila  Road 
Greensboro  27406 
To  tiie  Editor: 

I  am  writing  in  answer  to  the  letter  to  you  from  Bishop 
John  F.  Donoghue  of  Chariotte.  which  states,  "the  Church 
has  never  attempted  to  dictate  to  its  members  what  political 
stands  they  should  take."  This  is  untrue. 

Increasingly  in  the  last  decade,  many  Catholic  dioceses 
and  parishes  in  their  official  church  papers  have  printed  lists 
of  political  candidates  to  support  or  vote  against.  Such  dic- 
tates are  in  violation  of  Sec.  501-C-3  of  the  U.S.  Tax  Code. 
ARM'S  (Abortion  Rights  Mobilization)  federal  court  case 
charging  the  bishops  with  violations  and  the  IRS  for  not 
enforcing  the  law  has  been  in  court  for  six  years.  In  June, 
1986,  the  U.S.  District  Court  in  New  York  held  the  Catholic 
bishops  in  "contempt  of  court"  for  not  turning  over  doc- 
uments, and  fined  them  $100,000  a  day.  stayed  on  appeal 
to  the  U.S.  Circuit. 

A  few  examples  of  these  violations:  1)  Today's  Catholic 
of  the  San  Antonio  (Tex.)  archdiocese  on  May  2,  1980, 
printed  a  list  of  candidates  to  support  or  oppose;  2)  The  Si. 
Cloud  (Minn.)  Visitor  on  Aug.  17.  1978  and  on  other  dates 
published  similar  lists  of  candidates;  3)  St.  Mary  of  Mercy 
Church,  Our  Lady  of  Loreto  Church  and  others  in  the  Pitts- 
burgh area  attacked  Congressional  candidates  in  the  1978 


4 


elections;  4)  Cardinal  Medeiros  of  Boston  and  Msgr.  Leo 
Battista  of  Worcester,  Mass.  attacked  Congressional  can- 
didates in  the  Sept.,  1980,  primaries.  These  are  just  a  few 
of  scores  of  examples  —  mainly  attacking  candidates  for 
their  abortion  rights  stands  —  that  are  being  used  as  evidence 
in  ARM'S  lawsuit. 

Lawrence  Lader,  President 

Abortion  Rights  Mobilization 

175  Fifth  Avenue,  Suite  814 

New  York,  NY  10010 

Dr.  Styron's  reply  to  Dr.  Stella: 

Thank  you  very  much  for  your  letter  which  1  have  just 
received  (published  in  NCMJ  1987;48:99).  1  appreciate  your 
thoughts  on  these  matters. 

Rather  than  repeat  my  own  ideas,  which  have  been  re- 
corded (NCMJ  1 987:48:47),  I  wish  you  would  read  the 
Letters  to  the  Editor  in  the  January  issue  of  the  North  Car- 
olina Medical  Journal. 

In  the  meantime  1  have  asked  each  member  of  the  Edi- 
torial Board  to  write  a  letter  to  the  editor  with  his  or  her 
impressions  on  the  article  and  on  the  Letters  to  the  Editor. 

Charies  W.  Styron,  M.D. 

Chairman,  NCMJ  Editorial  Board 

615  St.  Mary's  Street 

Raleigh  27605 

To  the  Editor: 

The  question  concerning  Dr.  Crisfs  "editorial"  in  the 
November  issue  is  not  so  much  the  opinions  expressed  or 
the  accuracy  thereof  but  whether  opinions  expressed  in  ed- 
itorials actually  reflect  editorial  policy.  Despite  disclaimers 
in  the  Bylaws  of  the  North  Carolina  Medical  Society,  I 
suspect  that  most  readers  of  the  Journal  consider  editorials 
as  reflecting  the  opinions  and  policies  of  the  publication. 
Accordingly,  it  would  seem  appropriate  to  publish  "edi- 
torials" on  controversial  subjects  in  the  letter  section  unless 


the  views  expressed  are  in  fact  the  official  position  of  the 
publication. 

Jack  Hughes,  M.D. 

Member,  NCMJ  Editorial  Board 

The  Coppridge  Urologic  Group,  P. A. 

923  Broad  Street 

Durham  27705 

To  the  Editor: 

1  write  to  let  you  know  —  and  anyone  else  who  may  wish 
to  —  that  1  —  as  a  member  of  the  Editorial  Board  — 
wholeheartedly  endorse  your  stance  (see  Response  from  the 
Editor,  NCMJ  1987:48:47)  in  the  matter  of  the  signed  ed- 
itorial by  Doctor  Crist  et  al. 

William  B.  Blythe,  M.D. 

Member,  NCMJ  Editorial  Board 

The  University  of  North  Carolina 

School  of  Medicine 

Old  Clinic  Building  226  H 

Chapel  Hill  27514 

In  appreciation  of  "Hole  in  the  Head"  Article 
To  Dr.  Linzer: 

1  enjoyed  reading  your  paper  from  the  North  Carolina 
Medical  Journal,  in  January  1987.  "Eosinophilic  Granu- 
loma" (Darrow  D.  and  Linzer  M.;  48:15).  I  have  been 
interested  in  this  since  I  wrote  the  third  paper  of  my  career 
and  published  it  in  the  very  first  issue  of  the  Journal  of 
Neurosurgery  in  1944.  The  patient  I  operated  on  was  a  man 
who  had  come  under  my  care  at  one  of  the  Army  hospitals 
in  1943  and  subsequently  was  transferred  to  Pete  Campbell 
who  did  a  cranioplasty  on  him.  Your  coverage  of  this  prob- 
lem was  very  good. 

Eban  Alexander,  Jr.,  M.D. 

Bowman  Gray  School  of  Medicine 

Department  of  Surgery 

300  South  Hawthorne  Road 

Winston-Salem  27103 
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Study  Announcement 

A  study  testing  the  effectiveness  of  ranitidine  in  the  treat- 
ment of  esophagitis  is  being  conducted  by  the  Division  of 
Digestive  Diseases  at  the  University  of  North  Carolina  at 
Chapel  Hill.  We  are  actively  recniiting  patients  with  symp- 
tomatic reflux  esophagitis  to  be  involved  in  this  six-month 
study.  Evaluation  and  treatment  during  the  study  will  be 


done  at  no  cost  to  the  patient.  In  addition,  patients  will  be 
reimbursed  for  travel  expenses.  If  you  have  a  patient  who 
may  be  interested  or  have  any  questions  about  the  study, 
please  contact  the  Division  of  Digestive  Diseases  at  919/ 
966-25  n.  We  appreciate  your  assistance  in  informing  oth- 
ers of  this  study. 
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We're  Here  For  You,  North  Carolina 


Medical  Mutual  Insurance  Company  was  created 
by  North  Carolina  physicians  in  1975  to  stabilize  the 
volatile  professional  liability  insurance  market.  For 
eleven  years,  we  have  been  able  to  keep  that  market 
open  for  all  physicians  in  North  Carolina.  Because  our 
primary  goal  is  stability-not  profit-we  will  continue  to 
serve  you  while  other  companies  limit  their  markets 
or  restrict  coverage. 

Our  presence  in  North  Carolina  guarantees  that 
experienced  physicians  can  practice  their  specialties, 


new  physicians  can  begin  their  practices,  and  citizens 
of  the  state  will  get  the  high  quality  medical  care  they 
deserve.  By  bringing  stability  to  the  professional  liability 
market,  we're  serving  the  public  good. 

Medical  Mutual.  We'll  be  there  when  you  need  us. 

^^1^  Medical  Mutual 

^     Medical  Insurance  Agency,  Inc. 


Medical  Mutual  Insurance  Company  of  North  Carolina  and  its  subsidiary.  Medical  Insurance  Agency.  Inc 
are  located  at  222  North  Person  Street.  Raleigh,  NC  27611  919/828-9334    800/662-7917 


Classified  Ads 


CONSIDER  the  cost-effective  potential  of  adding  a  phy- 
sician assistant  to  your  practice.  The  North  Carolina 
Academy  of  Physician  Assistants  will  help  you  adver- 
tise to  a  large  pool  of  qualified  PAs  at  no  cost  to  you. 
For  information  on  how  you  can  advertise  your  PA 
employment  opportunity,  contact:  Bob  Franks.  PA- 
C,  NCAPA  Employment  Chairman,  206  Camellia  Dr., 
Goldsboro  27530.  919/731-3225  (work);  919/734-4657 
(home). 
MEDICAL  PRACTICE  SALES  AND  APPRAISALS  - 
We  specialize  in  the  valuation  and  selling  of  medical 
practices.  If  interested  in  buying  or  selling  a  medical 
practice,  contact  our  Brokerage  Division  at  The  Health 
Care  Group,  400  GSB  Building,  Bala  Cynwyd,  PA 
19004;  215/667-8630. 
VIRGINIA  -  Emergency  department  positions  in  coastal 
and  mountain  regions.  Excellent  support  staff  in  pro- 
gressive hospital  system.  Malpractice  insurance  pro- 
vided.  Contact  Emergency  Consultants,   Inc..  One 
Windemere  Place,  Room  33,  Petoskey,  MI  49770.  800/ 
253-7092  or  in  Michigan  800/632-9650. 
NORTH  CAROLINA:  GREENSBORO,  expanding 
emergency  department/level  II  trauma  center.  Group 
looking  for  full  and  part-time  physicians.  Minimum 
requirement  —  Board  eligibility  in  Emergency  Med- 
icine. Send  CV  to  Norman  Mayer,  M.D.,  Post  Office 
Box  29066,  Greensboro  27408.  919/379-3965. 
NORTH  CAROLINA:  FULL-TIME  ER  position  now 
available  in  community  hospital  with  18,000  annual 
visits.  Two  full-time  ER  physicians  presently,  24-hour 
shifts,  compensation  over  $100,000/year.  Prefer  EM 
BE/BC  physician  with  ATLS/ACES.  Contact  T.  Hol- 
loway,  M.D.,  P.O.  Box  677,  Lincolnton  28092. 
EASTERN  NORTH  CAROLINA:  Primary  care  physi- 
cians needed  for  urgent  care  and  family  care  medicine 
in  eastern  North  Carolina.  Board  certified  preferred. 
Contact  Nancy  Prehn  919/323-8676.  Written  replies 
should  be  sent  to  P.O., Box  2385,  Fayetteville  28302- 
2385. 


B/E,  B/C  OB/GYN  to  join  solo  physician  in  well  estab- 
lished and  busy  practice.  Excellent  salary  leading  to 
eventual  partnership.  Located  27  miles  NW  of  Char- 
lotte, 15  minutes  to  Lake  Norman,  Send  C.  V.  to:  Necip 
Ari,  M.D.,  P.O.  Box  656,  Lincolnton  28092. 
NEPHROLOGIST/CARDIOLOGIST  -  Growing  prac- 
tice in  IM-Hypertension/Nephrology  is  seeking  a  part- 
ner/associate (IM-Nephrology/Cardiology).  Location: 
Raleigh,  North  Carolina.  Please  send  CV  to:  Charles 
Cook,  M.D.,  M.P.H.  P.O.  Box  28145,  Raleigh  27611. 
WANTED-INFORMATION  leading  to  JAMA  issues, 
unbound,  for  the  1960s,1970s  plus  1980.  Phone  col- 
lect: 704/636-4266. 
LOCUM  TENENS:  Immediate  opportunity.  50  miles 
from  Winston-Salem,  NC.  Excellent  compensation. 
Professional  liability  insurance  procured  on  your  be- 
half. Contact:  Ruth  Bone,  Coastal  Emergency  Serv- 
ices, Inc.,  Executive  Park,  Ste.  217,  Asheville  28801; 
collect;  704/253-1256. 
ENT-Develop  solo  practice  in  semirural,  family-oriented 
southern  Virginia  town.  Supported  by  260  bed  hos- 
pital, 20  -I-  primary  care  physicians  with  three-county 
drawing  area.  Outdoor  amenities  such  as  hunting  and 
fishing;  two  hours  from  six  major  medical  schools. 
Strong  compensation/benefits  package  including  office 
setup,  overhead  contribution.  Contact  Bobby,  Tyler 
&  Co.,  9040  Roswell  Rd.,  Atlanta,  GA  30338.  Collect 
404/641-6411. 
PART-TIME  PHYSICIAN,   Greensboro,   High  Point, 
Winston  Salem  area  -  to  work  three  half-day  shifts 
per  week  providing  examinations  of  various  types, 
including  exercise  electrocardiography.  Must  be  ACLS 
certified.  Contact  H.R.  Imbus,  M.D.,  4605-E  Dundas 
Drive,  Greensboro  27407.  919/854-2303. 
INTERNIST  WANTED:  For  association  with  four  in- 
ternists, southeast  coast  of  Florida.  Board  qualified, 
salary:  $50,000  plus  percentage.  Early  partnership 
assured.  Reply:  P.O.  Box  768,  Lake  Worth,  FL  33460. 
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PROFESSIONAL  PREFERENCE 


^^=KA\(^A         Find  out  why  more  physicians 
a    '  iVllv>r\        choose  the  professionals 

at  MICA. 


JNFORMATION 
SYSTEMS 


Our  Medical  Management  Computer  System 

makes  the  difference  in  olTicc  productivity  and 
etficiency.  Tailored  to  meet  the  specific  demands  of 
your  medical  practice,  MlCA's  powerful  multi-user 
system  includes  these  comprehensive  services: 

•  Multi-user,  multi-tasking  capabilities  for 
IBM'^'  PC-AT" 

•  Appointment  scheduling 

•  Medical  management  system 

•  HMO  plan  management:  fee  for  service/ 
capitation  plans 


•  Alternate  fee  and  coding  schedules 

•  Paperless  claims  to  Medicare,  Medicaid  and 
Blue  Cross/Blue  Shield  of  N.C. 

•  Comprehensive  training  with  smooth  integration 

•  Software  Support  Plan 
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*  ROCEPHIN  is  indicated  in  the  following  infections:  bacterial  septicemia,  bone  and  joint,  intra-abdonninal, 
lower  respiratory  tract,  skin  and  skin  structure,  urinar/  tract,  bacterial  meningitis  and  gonorrhea.  Please 
see  summary  of  product  information  on  adjacent  page  for  indicated  susceptible  organisms. 
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Rocephin  IV  iM 

ceftriaxone  sodium/Roche 

Before  prescribing,  pleise  consull  complete  product  inlormatlon.  a  summary  ot  which  follows: 

MlCffOBiOLOG*  The  baciencidai  acliviry  ol  celKiaione  fesuHs  Ifom  inhioaron  ol  cell  wait  synihesis 

CellnattKie  has  a  high  oegiee  ot  stawily  m  the  presence  ol  beta  laclamases  txjth  penicillinases  and 

cephaiospO'inases.  ot  gram  negative  andgrampositiveOaciena  Celtnajione  is  usually  actrve  agamsl  ihe 

(ollowihg  micfoorgahisms  m  vMio  and  m  cimicai  mlections  Isee  indications  and  Usage) 

GRAMNEGATIVS  AEROBES  Enie/obacie'  aeragenes.  EnieroUaciet  c'oacae  Escherichia  col'.  Hae 

mopf^ilus  inUuemae  (including  ampicilim  resisian?  snams),  n  paramUueniae.  Klebsiella  species  (mcluO 

ing  K  pneumamae)  Neisseria  gonormoeae  (including  penicillinase  and  non penicillinase  p'oducmg 

siramsl  Neisseria  meningiUQis.  Proieus  mirsbilis.  PiDieus  vulgaris.  Morganella  mo'garm  and  Se'raiia 

mafcescens 

Note  Many  strains  o'  Ihe  above  organisms  Ihal  are  multiply  resistant  to  otto  aniibiolics.  eg.  penicillins. 

cephalosporins  and  aminoglycosides  are  susceptible  to  celiriaione  sodium 

Celtria>one  is  also  active  agamst  many  strains  ot  PseuOomonas  aeruginosa. 

GRAM  POSITIVE  AEROBES   SiapHylococcus  aweus  (including  penicillinase  producing  strains)  and 

S/apfty'ococcus  epidermidis  (Note  methiciUm  resistant  slapnyiococci  are  resistant  to  cephalospo'ins. 

including  celinaionej,  SfeDfococci/S  pyogenes  (Group  A  bel a- hemolytic  sireplococci).  Sfeplococcus 

agaOchae  (Group  B  streptococci)  and  S/reptococcus  pneumoniae  (Note  l^^ost  strains  ol  enleiococci. 

SfrepJococcus  laecalis  anO  Group  D  streptococci  are  resisiani ) 

Celtriaxone  also  demonstrates  m  vifro  activity  againsl  the  tollowirvg  microorganisms,  although  trie  clinical 

signilicance  is  unknown 

GRAMNEGATivE  AEROBES  CifroOaaer  Ireundi'.  Cilrvaaaer  d've'sus,  ProwOenca  species  (including 

ProvKlerKia  leiigen).  Sa'mone//a  species  (including  S  lypfii).  Shigella  species  and  Acmeiobacie' 

calcoaceiicus 

ANAEROBES  BacieioiOes  species,  CloslnOnjin  species  (Note  most  strains  ol  C  Oillicile  are  reS'Slant) 

SUSCEPTIBILITy  TESTING   Standard  susceptibility  Oish  method  Quanlitaliw  methods  thai  require 

measurerneni  ol  ;one  diamete's  give  ttw  most  precise  estimate  ot  antibiotic  suscepiibiniy  One  suc^ 

procedure  (Bauer  AW  Kirby  WWM.  Sherns  JC.TurciiM  Antibiotic  SusceplilaiiilyTesting  by  a  Standardized 

Single  Disk  Method.  Am  j  Ciir^  Pathol  ■IS  493  496. 1966  Standardized  Disk  Susceptibility  Test  federal 

Register  39  1918?  19194  19?4,  National  Committee  tor  Clinical  Laboratory  Standards.  Approved  Stan 

dard  ASI^^  2.  Performance  Standards  toi  Antimicrobial  Disk  Susceptibility  Tests.  July  1975 )  has  been 

recommended  lor  use  with  disks  to  lest  susceptibility  to  cettf  ia»one 

Laboratory  results  ol  the  standardized  singledisk  susceptibility  test  usmg  a  30 meg  cetlriaM>ne  disk 

should  be  inie'pfeted  according  to  itie  toUowing  three  criteria 

1  Susceptible  organisms  produce  zones  ol  18  mm  or  greater,  indicating  ihal  the  tested  organism  is  IWly 
to  respond  to  therapy 

2  Organisms  that  produce  zones  ol  14  to  17  mm  are  ejpecled  to  be  susceptible  i1  a  high  dosage  (not  to 
enceed  4  gm  per  day)  is  used  or  it  the  mteciion  is  contineO  to  tissues  and  lluids  (eg.  uine|  in  which 
high  antibiotic  levels  are  attained 

3  Resistant  organisms  produce  zones  ot  13mm  or  less,  indicating  thai  other  therapy  should  be  selected 
Organisms  shouiO  be  tested  wilh  the  cellnawine  disk,  smce  ceftnasone  has  been  shown  by  in  vilio  tests 
to  be  active  agamst  certain  strains  tound  resistant  to  cephalosporin  class  disks 

Organisms  having  zones  ot  less  than  18  mm  around  Ihe  cephaioihm  disk  are  not  necessarily  ot 

intermediate  susceptiDiiitv  or  resistant  to  cetlnanone 

Standardized  procedures  require  use  oi  control  organisms  The  30  meg  celinanone  disk  should  give  zone 

diameters  between  29  and  35  mm.  22  and  28  mm  and  17  and  23  mm  tor  the  reterence  strains  £  coii  A7CC 

25922  S  aureus  ATCC  25923  and  P  aeruginosa  ATCC  27853.  respeciively 

DILUTION  TECHNIQUES  Based  on  the  pharmacokinetic  prolile  ot  ceftriaxone,  a  baclefial  isolate  may  be 

considered  susceptible  it  the  MiC  value  tor  ceHnanone  is  not  more  than  16  mcg/mi  Organisms  are 

considered  resisiani  to  cettrianoneil  the  MIC  isequal  to  or  greater  than  64  mcg/mi  Organisms  having  an 

WIC  value  ol  less  than  64  mcg/mi.  but  greater  man  16  mcg/mi  are  e»pected  to  De  susceptible  t1  a  high 

dosage  (not  to  exceed  4  gm  pef  day)  is  used  or  il  the  mtection  is  contmed  to  iissues  and  fluids  (eg,  utme). 

in  whtch  high  antibiotic  iei«is  are  attained 

£  coll  ATCC  25922.  S  atjisus  ATCC  25923  and  P  aeruginosa  ATCC  27fl53  are  also  the  recommended 

reterence  strains  Idi  coniroiimg  ceftriaxone  dilution  tests  Greater  than  95%  o*  MiCs  for  the  E  coli  strain 

^'     I'  '  i     ■  ''      ■'  ■   "ange  ol  0  016  to  0  5  mcg/mi  The  range  lor  the  S  aureus  strain  should  be  1  to  2 

r-  ■■  .  ■  -■  aeruginosa  stram  the  range  should  be  8  to  64  mcg/mi 

INDICATIONS  flNO  USAGE:  Rocephin  is  indicated  lor  the  treatment  ot  the  tollowing  mlecttons  when 

■>■-•■■  ■■■■■■   enrganisms 

LOweR  PESPiRATQRy    TRACT  INFECTIONS  caused  by  Sirep  pneumoniae.  Sireplococcus  species 

(excluding  enterococci]  Staph  aureus.  M  mlluenzae.  H  paramliuenzae.  Klebsiella  species  (including  K 

pneumoniae}.  E  coi'.  E  aerogenes,  Proteus  mnabiiis  and  Senatia  mafcescens 

SKIN  AND  SKIN  STRUCTURE  INFECTIONS  caused  by  Sfaph  aureus.  Slap"  epidermidis.  Streptococcus 

species  (excluding  enlerococcr),  £  cloacae.  Klebsiella  species  (including  K  pneumoniae).  Proteus 

mnabiiis  and  Pseudamonas  aeruginosa 

URINARY  TRACT  INFECTIONS  (comphcaied  and  uncomplicated)  caused  by  E  co'r.  Proieus  m;ra6i/-s, 

Proteus  yuigans.  M  morganii  and  Klebsiella  speceslinctixSingK  pneumoniae] 

UNCOMPLICATED  GONORRHEA  (cen^cal, urethral  and  leaal)  caused  by  Neisseria  gonorrhoeae, 

including  both  peniciMinase  and  nonpeniciilinase  producing  strains 

PELVIC  INFLAMMATORY  DISEASE  caused  by  N  gonorrhoeae 

BACTERIAL  SEPTICEMIA  caused  by  Stapf"  aureus.  Strep  pneumoniae  E  COli.  H  mllueniae  and  K 

pneumoniae 

BONE  AND  JOINT  INFECTIONS  caused  by  Slap"  aureus.  Sfrep  pneumoniae.  Streptococcus  species 

(excluding  enterococci),  E  coli.  P  mirapiiis.  K  pneumoniae  and  Eniero[>acter  species 

INTRA  ABDOMINAL  INFECTIONS  caused  by  E  coli  ana  K  pneumoniae 

MENINGITIS  caused  by  H  iniluenzae  N  meningitidis  and  Srrep  pneumonrae  Cellnaxone  has  also  been 

used  successfully  m  a  limited  number  ol  cases  ot  meningitis  and  shunt  mlections  caused  by  Staph 

epidermidis  and  E  caii 

PFiOPHYLAXiS  The  admin  isl  rat  ion  ot  a  single  dose  ot  cettnaxone  preoperaiively  may  reduce  the  iry;. 

dence  ol  postoperalu*  infections  in  palienis  undergoing  coronary  artery  bypass  surgery 

Although  ceMria«one  has  been  shown  lo  have  t>een  as  ef  lective  as  cefazolin  in  the  prewenlion  ol  infection 

loitowirig  coronary  arien^  bypass  surgery,  no  placebo  controlled  trials  have  t^een  conducted  to  euaiuaie 

any  cephalosporin  antibiotic  in  the  prevention  ol  mtection  tollowing  coronary  artery  bypass  surgery 

SUSCfPrrayi./ry  TESTING  Before  mslitulmg  treatment  with  Rocephin,  appropriate  specimens  shouW 

be  obtained  tor  isolation  ol  Ihe  causative  organism  and  for  deiermmation  ol  US  Susceptibility  to  Ihe  drug 

Therapy  may  be  instituted  prior  to  obtaining  results  of  susceptibility  testing 

CONTRAINDICATIONS:  Rocephin  is  contramdicated  m  patients  with  known  allergy  to  ine  ceptialosporm 

class  ot  aniibiotfcs 

WAflWNGS:  BEFOHE  THERAPY  WITH  ROCEPHIN  IS  INSTITUTED  CAREFUL  INOUIHY  SHOULD  BE 

MADE  TO  DETERMINE  WHETHER  THE  PATIENT  HAS  HAD  PREVIOUS  HyPERSENSlTiVirr  REAC 

TONS  TO  CEPHALOSPORINS  PENIQLLINS  OR  OTHER  DRUGS  THIS  PHOOUCT  SHOULD  BE  GIVEN 

CAUTiOUSLV  TD  PENICILLIN  SENSITIVE  PATIENTS  ANTIBIOTICS  SHOULD  BE  ADMINISTERED  WITH 

CAUTION  TO  ANY  TOTlENT  WHO  HAS  DEMONSTRATED  SOME  FORM  OF  ALLERGY,  PAFITICULARLY 

ID  DRUGS  SERiOUSACUTEHYP£RSENSITIViT¥  RE  ACTIONS  MAY  RE  QUIRE  THE  USE  OF  SUBCUTA 

NEOUS  ERNEPHRINE  AND  OTHER  EMERGENCY  MEASURES 

Pseudomembranous  colitis  has  been  reported  with  the  use  ot  cephalosporins  (and  other  broad  spec 

irum  ant(b«olics),  therefore,  il  is  imporiani  to  consider  its  diagnosis  m  palienls  who  develop  diarrhea  m 

associaiior>  with  aniibioiic  use 


References: 

1  Data  on  file,  Hoffmann-La  Roche  Inc 

2  PatellH,  Kaplan  SA  Am  J  Med  77  ]7 ^25,  Ocx  19.  1984. 
3.  Richards  DM,  era/  Drugs 2 7. AQQ -527.  1984 

4  Cleelantj  R,  Squires  E  Am  J  Med  77  3-^^.0c\  ^9.  1984 

5  Tanner  DJ,  Nazanan  MQ  Am  J  Med  77  ]04A]].  Oct  19.  1984 


ROCEPHIN '  (celtriaione  soiflum/Roche) 

Treatment  v.. N  ;  ■    i  i    i  ^     i  ..  ■    inTibiolics  alters  the  normal  Horaolttw  colon  and  may  permit  overgrowth 

ot  Clostridia  ■ .'  .  ■    .in  produced  by  Cfos'ndium  dirio/e  IS  one  primary  cause  ot  antibiotic 

associated  ■  ■  'ii        ■     ■    i .   !■      i'  And  coiesiipol  resins  have  been  shown  lo  bind  to  tfw  toxin  in  vitro 

Mild  cases  ot  coMis  respond  tc.  drug  discontinuance  atone  Moderate  to  sp/ete  cases  should  be  man 

aged  with  liuid  electrolyte  and  prolem  supplemenialion  as  indicated 

When  the  cotilis  -s  not  relieved  tiy  drug  discontinuance  or  when  it  is  severe  oral  vancomycin  is  the 

ireatment  ol  ctioice  lor  antibiotic  associated  pseudomembranous  coiitrs  produced  by  C  diKcile  Other 

causes  ol  coims  should  also  be  considered 

PRECAUTIONS:  GENERAL    Although  transient  elevations  ot  BUN  and  serum  creatinine  have  been 

observed  at  ihe  recommended  dosages  the  nephrotoxic  poieniiai  ol  Rocephin  ts  similar  to  thai  ot  other 

cephalosporins 

Cefiriaxone  is  excreted  via  both  bihary  and  renal excrei ion  (seeClmicat  Pharmacology)  Therelore  paiienis 

with  renal  failure  normally  require  no  ad|ustmeni  m  dosage  when  usual  doses  ot  Rocephin  are 

administered,  bul  concentrations  of  drug  m  the  serum  should  be  moniiored  periodically  tf  evidence  of 

accumulation  e-isis.  dosage  5houk3  be  decreased  accordingly 

Dosage  ad|ustmenls  should  not  t^e  necessary  in  paiienis  with  hepairc  dysluncton.  however,  in  patents 

wiih  both  hepaiic  dysfunction  and  signiiicani  renal  disease.  Rocephin  dosage  should  not  exceed  2  gm 

daily  wilhoul  close  monitoring  ot  serum  concentrations 

Alterations  in  prothrombin  limes  have  occurred  rarely  in  paiienis  treated  with  Rocephin  Paiienis  with 

impaired  vitamin  K  synthesis  O' tow  vilammK  stores  (eg  chronic  riepalic  disease  a rvi  malnutrition)  may 

require  monilonnQ  ot  prothrombin  lirrie  during  l%x:ephin  treatment    Vitamin  K  administration  ()0  mg 

weekly)  may  be  necessary  if  the  prothrombin  time  is  prolonged  belore  or  during  ihetapy 

Prolonged  use  of  Rocephin  may  resuH  m  i^ergrcwthot  non  susceptible  organisms  Careful  observation  of 

trie  patient  is  essential  it  superinfection  occurs  dunng  therapy,  appropriate  rneasuies  should  be  taken 

Rocephin  should  be  prescribed  with  caulion  m  individuals  with  a  hislory  ot  gastroinleslmal  disease 

especially  colitis 

CARCINOGENESIS.  MUTAGENESIS  IMPAIRMENT  OF  FERTILITY  Carcinogenesis   Considering  the 

maximum  duration  ottieaiment  and  tfwciassot  the  compound  carcinogenicity  studies  wiihceflrianone 

in  animals  have  not  been  pe'lorn^ed  The  maximum  duration  ol  animal  toxicity  studies  was  sn  months 

Mutagenesis   Genetic  lexicology  tesis  included  tt>e  Ames  test   a  micronucieus  test  and  a  tesi  lor 

chromosomal  aberrations  m  human  lymphocytes  cultured  m  vitro  with  celinaxone  Cetlnaxone  showed 

no  potential  lor  mutagenic  activity  m  these  studies 

tmpairmenlot  Fertility  Ceftriaxone  produced  no  impairment  ol  terlility  when  given  intravenously  to  rats  at 

daily  doses  up  to  586  mg/kg/day.  approximately  20  times  the  recommended  clinical  dose  ot  2  gm/day 

PREGNANCY  Teratogenic  EHecIs  Pregnancy  Category  B  Reproductive  studies  have  been  performed  tn 

mice  and  rais  31  doses  up  lo  20  limes  the  usual  human  dose  and  tiave  no  evidence  ol  embryoloxicity. 

lelolox-cily  or  teratogenic  It  y  In  pnmaies.  no  embryoloxicity  or  tetatogenicity  was  demonstrated  al  a  dose 

approximately  ihree  tin>es  Ihe  human  dose 

There  are   however,  no  adequate  and  well  controlled  studies  in  pregnant  women    Because  animal 

reproductive  studies  are  not  always  predictive  of  human  response  Ihis  drug  should  De  used  during 

pregnarxry  only  it  Clearly  needed 

Nonieratogenic  Eltecls  m  rals.  in  the  Segment  I  (feriility  and  general  reproduction)  and  Segment  ill 

(perinatal  and  postnatal)  studies  with  intravenously  administered  ceflnanone.  no  adverse  elfecis  were 

noted  on  various  reproducing  parameters  during  gestation  and  lactation  including  postnatal  growth. 

functional  behavior  and  reproductive  ability  ot  the  offspring,  al  doses  ot  566  mg/kg/day  or  less 

NURSING  MOTHERS  Low  concent  rations  ol  ceftriaxone  are  excreled  m  human  mill*  Caution  should  be 

exercised  wtien  Rocephin  is  administered  lo  a  nursing  woman 

PEDIATRIC  USE   Sately  and  eflecti^ness  ot  Rocephin  in  neonates,  mlanls  and  children  have  been 

established  lor  the  dosages  described  in  the  Dosage  and  Administration  section 

AOVERSE  REACTIONS.  Rocephin  is  generally  well  tolerated  In  clinical  inats,  ihe  following  adverse  reac 

lions,  which  were  considered  to  be  related  to  Fiocepfun  therapy  or  ot  uncertain  etiology  were  observed 

LOCAL  REACTIONS  -pain  induration  or  tenderness  at  the  site  ol  injection  (1%|  Less  trequently  reported 

(less  than  1%)W3£  phlebitis  alter  IV  administration 

HYPERSENSITlVlTy  -rash  (1  7%)  Less  Irequenlly  reporied  (less  ihan  1%)  were  piuntus.  lever  or  chills 

HEMylTOLOGC-eosinophiha  (6%),  thrombocytosis  (51%)  and  leukopenia  (2i%]   Less  Irequenlly 

repotted  (less  Ihan  i%)  were  anemia,  neutropenia  lymphopenia,  thrombocytopenia  and  prolongation  of 

the  prothrombin  lime 

GASTROINTESTINAL  -diarrhea  (2  7%)  Less  Irequenlly  reported  (less  than  1%)  were  nausea  or  vomiting. 

and  dysgeusta 

HfPAnC -elevations  of  SGOr  (31%)  or  SGPT  (3  3%)  Less  frequently  reported  (less  than  1%)  were 

elevations  of  alkaline  phosphatase  and  bilirubin 

RENAL -etevahons  of  the  SUN  (12%)  Less  frequenily  reported  (less  than  1%)  were  elevations  ot 

creatinine  and  ihe  preserice  ol  casts  in  Ihe  urine 

CENTRAL  MfRlOUS  SI'SrfM  -headache  or  dizziness  were  reported  occasionally  (less  than  1%] 

GEWTOL/fl'MAfty  -moniliasis  or  vagmilis  were  reported  occasionally  (less  than  1%) 

M'SCELL'INEOL'S -diaphoresis  and  tlushing  were  reported  occasionally  (less  than  i%( 

Other  rarely  observed  adverse  reactions  (less  than  0'%)  include  leukocytosis,  lymphocytosis,  mono 

cytosis.  basophilia,  a  decrease  m  the  prothrombin  time  jaundice  glycosuria,  hematuria,  bronchospasm. 

serum  sickness,  abdominal  pain,  colitis  tialutence  dyspepsia  palpitations  and  epistaxis 

□OSAGE  AND  ADMINISTRATION:  Rocephin  may  be  administered  intravenously  or  intramuscularly  The 

usual  adult  daily  dose  is  1  io  2gm  given  once  a  day  (or  m  equally  divided  doses  twicea  day)  depending  on 

the  type  and  seventy  ol  llie  mtection  Tt>e  ii  iial  daily  dose  shook]  not  exceed  4  grams 

For  the  treatment  ol  serious  miscellaneous  infections  m  chikjien,  other  than  meningitis,  the  recom 

mended  total  daily  dose  is  50  to  75  mg/kg  (not  to  exceed  2  grams)  given  m  divided  doses  every  12  hours 

Generally,  Rocephin  therapy  should  tx  continued  tor  ai  least  two  days  aller  the  signs  and  symptoms  ot 

infection  have  disappeared  The  usual  duration  is  4  lo  14  days  m  complicaled  mlections  longer  therapy 

may  be  required 

In  the  treatment  of  memngiiis.  a  daily  dose  of  ttXl  mg/kg  (not  to  exceed  4  grams),  given  in  divided  doses 

every  t2hours.  should  be  administered  with  or  without  a  loading  dose  ot  75  mg/kg 

For  the  treatment  ot  uncomplicaled  gonococcal  inleclions.  a  single  miramusculat  dose  ol  250  rug  is 

recommended 

For  preoperative  use  (surgical  prophylaxis),  a  single  dose  ot  1  gm  administered  '/i  lo  2  hou's  t>elore 

surge n^  is  recommended 

When  treating  infections  caused  by  Sireplococcus  pyogenes,  tfterapy  should  be  continued  lor  at  least 

ten  days 

No  dosage  adjustment  is  necessary  tor  patients  with  impairment  ol  renal  or  hepatic  function,  however. 

blood  levels  should  be  monitored  m  paiienis  with  severe  renal  impairmeni  (eg.  dialysis  patientsi  and  m 

patients  with  ixilh  renal  and  hepatic  dysfunctions 

HOttt  SUPPLIED:  Rocephin  (ceftriaxone  sodium/Rochei  is  supplied  asa  slenle  cryslaltme  powder  in  glass 

viais  and  piggyback  bottles  The  tollowing  packages  are  available 

Vials  containing  250  mg  equivalent  ot  cettnaxone  Boxes  ol  10  (NDC  0004  1962  01 ) 

Vials  containing  500  mg  equivalent  ol  ceftriaxone  Soxes  Ol  tO  (NDC  0004  i963  01) 

Vials  containing  1  gm  equivalent  ol  celinaxone  Bo-es  ol  10  (NDC  0004  1964  01  ] 

Piggyback  botlles  coniaming  1  gm  equivalent  ol  celinaxone  Boxes  ol  10  (NDC  0004  1964  03) 

ViaJs  containing  2  gm  equivalent  ol  celinaxone  Boxes  Ol  10  (NDC  0OO4  1965  Ot ) 

Piggyback  bottles  containing  2  gm  equivalent  of  celinaxone  Soxes  of  10  (NDC  0004  1965  03) 

Bulk  pharmacy  containers,  containing  lO  gm  equivalent  oi  celinaxone  Boxes  ol  1  (NOC  0004  1971  Ol) 

NOT  FOR  DIRECT  ADMINISTRATION 
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133rd  Annual  Session 
North  Carolina  Medical  Society 

April  29  -  May  2,  1987 
Pinehurst  Hotel  and  Country  Club,  Pinehurst,  North  Carolina 

Wednesday,  April  29 

1:00  p.m.-  4:00  Hospital  Medical  Staffs  Section  (Crystal  Room) 

2:00  p.m.-  5:00  Registration  (West  Lobby) 

2:00  p.m.-  5:00  Public  Health  &  Education  Section  (Azalea  Room) 

3:00  p.m.-  5:00  Health  Insurance  Companies  and  Plans  Committee  (Pine  Room) 

6:30  p.m.-  8:00  Exhibitors'  Reception  (West  Lawn) 


Thursday, 

7:00  a.m.- 
7:00  a.m.- 
8:00  a.m.- 
9:00  a.m.- 

9:30  a.m.- 
9:30  a.m.- 
12:00  p.m. 
2:00  p.m. 
2:00  p.m. 
2:00  p.m.- 
5:30  p.m.- 
5:30  p.m.- 
5:30  p.m. 


April 

9:00 

11:00 

5:00 

5:00 

12:00 
1:30 
2:00 
5:00 
5:00 
5:00 
7:00 
7:00 
7:00 


6:00  p.m.-  7:00 


6:00  p.m. 
8:30  p.m. 


7:00 
12:00 


Friday,  May  1 

8:00  a.m.-  5:00 
8:00  a.m.-  5:00 

8:00  a.m. -11:30 
9:00  a.m. -12:00 
9:00  a.m. -12:00 
9:00  a.m. -12:00 
9:00  a.m. -12:00 
11:00  a.m.-   1:00 


30 

AM  A  Delegation  Breakfast  (Crystal  Room) 

N.C.  Academy  of  Family  Physicians  Board  Breakfast  (Azalea  Room) 

Registration  (West  Lobby) 

Exhibits  (North  Room,  South  Room,  Dogwood  Room,  Main  Corridor, 

Ballroom  Lobby) 

House  of  Delegates  (Cardinal  Ballroom) 

N.C.  Commission  for  Health  Services  (Pine  Room) 

Medpac  Luncheon  (West  Lawn) 

Reference  Committee  I  (Cardinal  Ballroom) 

Reference  Committee  II  (Azalea  Room) 

Reference  Committee  III  (Crystal  Room) 

ECU  School  of  Medicine  Alumni  Reception  (West  Porch,  South  End) 

UNC  School  of  Medicine  Alumni  Reception  (West  Porch,  North  End) 

Duke  University  School  of  Medicine  Alumni  Reception  (Front  Porch, 

West  End) 

Bowman  Gray  School  of  Medicine  Alumni  Reception  (Azalea  Room 

Porch) 

Medical  College  of  Virginia  Alumni  Reception  (Room  439) 

President's  Reception  &  Dance  (Cardinal  Ballroom) 


Registration  (West  Lobby) 

Exhibits  (North  Room,  South  Room,  Dogwood  Room,  Main  Corridor, 

Ballroom  Lobby) 

First  General  Session  (Cardinal  Ballroom) 

Mediation  Committee  (Carolina  Board  Room) 

Urology  Section  (Azalea  Room) 

Psychiatry  Section  (Magnolia  Room) 

Allergy  &  Clinical  Immunology  Section  (Pine  Room) 

N.C.  Orthopaedic  Association  Executive  Committee  (Carolina  Board 

Room) 
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:00  p.m.-  2:00  Ophthalmology  Section  Luncheon  (Country  Club  Dining  Room) 

:00  p.m.-  2:00  N.C.  Orthopaedic  Association  Business  Meeting  (Pine  Room) 

:00  p.m.-  5:00  Pediatric  Section  &  Plastic  and  Reconstructive  Surgery  Section  (Cardinal 
Ballroom) 

5:00  Family  Practice  Section  (Azalea  Room) 

5:00  Emergency  Medicine  Section  (Magnolia  Room) 

5:00  Orthopaedic  Section  (Pine  Room) 

5:00  Neurology  Section  (Parlor  129) 

5:00  Ophthalmology  Section  (Country  Club  Dining  Room) 

5:00  N.C.  Society  of  Internal  Medicine  Executive  Committee  (Merion  Villa) 

5:00  Obstetrics  &  Gynecology  Section  (Mid  Pines  Resort) 

6:30  N.C.  Society  of  Plastic  and  Reconstructive  Surgery  Board  Meeting  (Am- 
herst Room,  Holly  Inn) 

7:00  N.C.  Society  of  Internal  Medicine  Reception  (Merion  Villa) 

9:30  President's  Dinner  (Cardinal  Ballroom) 


2:00  p.m. 
2:00  p.m. 
2:00  p.m. 
2:00  p.m. 
2:00  p.m. 
2:00  p.m. 
2:00  p.m. 
5:00  p.m. 

5:30  p.m. 
7:30  p.m. 

Saturday, 

8:00  a.m. 
8:00  a.m. 
8:00  a.m. 
9:00  a.m. 
9:00  a.m. 
9.00  a.m. 
9:00  a.m. 
9:00  a.m. 
9:00  a.m. 
9:00  a.m. 
9:00  a.m. 
9:00  a.m. 

12:00  p.m. 
12:00  p.m. 
12:30  p. m 

1:00  p.m. 

1:00  p.m. 

2:00  p.m. 

7:00  p.m. 

8:00  p.m. 


May  2 

-  3:00  Registration  (West  Lobby) 
-12:00  Anesthesiology  Section  (Pine  Room) 

-12:00  Radiology  Section  (South  Room);  also  Sunday  May  3,  same  time 
-12:00  Second  General  Session  (Cardinal  Ballroom) 
-12:00  Dermatology  Section  (Crystal  Room) 

-12:00  Otolaryngology  &  Maxillofacial  Surgery  Section  (Azalea  Room) 
-12:00  Resident  Physicians  Section  (Carolina  Board  Room) 
-12:00  Neurological  Surgery  Section  (Magnolia  Room) 
-12:00  Medical  Students  Section  (Dogwood  Room) 
-12:00  Pathology  Section  (North  Room) 
-12:00  Surgery  Section  (Country  Club  Dining  Room) 
-12:00  N.C.  Society  of  Plastic  &  Reconstructive  Surgery  General  Membership 

Meeting  (Amherst  Room,  Holly  Inn) 

-  2:00  Dermatology  Section  Luncheon  (West  Porch,  South  End) 

-  2:00  New  Hanover-Pender  County  Medical  Society  Caucus  (Parlor  129) 

-  2:00  Pitt  County  Medical  Society  Caucus  (Carolina  Board  Room) 

-  2:00  Mecklenburg  County  Medical  Society  Caucus  (Azalea  Room) 

-  2:00  Forsyth-Stokes-Davie  County  Medical  Society  Caucus  (Magnolia  Room) 

-  5:00  House  of  Delegates  (Cardinal  Ballroom) 

-  8:00  N.C.  Chapter,  American  College  of  Radiology  Reception  (North  Room) 
-10:00  N.C.  Chapter,  American  College  of  Radiology  Dinner  (South  Room) 
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To  show  you  how  many 
hypertensives  stayed  on 

INDERAE  EA 

(PROPRANOLOL  HCl) 

after  a  major  nationwide  trial... 
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60,073  patients  (90%)  who  started  on 
INDERAL  LA  stayed  on  INDERAL  LAI 


Surprising?  Not  really. 

Because  most  patients  on  INDERAL  LA  (propranolol  HCl)  don't  even  know 
it's  working. 

A  recent  double-blind,  placebo-controlled,  crossover  study  in  138  hyper- 
tensive patients^  revealed  that  INDERAL  LA  has  a  side  effects  profile 
unsurpassed  by  atenolol  or  metoprolol  — which  shows  how  well-tolerated 
once-daily  INDERAL  LA  can  be. 

Sole  therapy  or  concomitant  therapy? 

Fifty-nine  percent  of  the  time,  INDERAL  LA  stood  on  its  own. 

The  patients  in  the  nationwide  compliance  trial  were  no  different  from  yours. 
Generally  when  the  antihypertensive  regimen  is  complicated,  compliance 
may  become  a  problem.  So,  the  effectiveness  of  INDERAL  LA  as  once-daily 
monotherapy  is  a  big  plus.  Of  the  remaining  hypertensives  in  the  program, 
36%  were  controlled  merely  with  the  addition  of  a  diuretic  to  INDERAL  LA. 

For  the  noncompliant  patients  in  your  practice,  INDERAL  LA  may 
well  be  the  cuiswer. 

Almost  20,000  of  the  patients  in  the  nationwide  compliance  trial  were  identi- 
fied as  having  been  noncompliant  with  their  previous  antihypertensive 
therapy.  Their  physicians  reported  that  88%  showed  improved  compliance 
when  placed  on  once-daily  INDERAL  LA. 


Control,  comfort,  cind  compliance 

B  ONCE-DAILY  _  ^ 

Inderal  LA 

IPRCPRANaOL  HCII 


LONG  ACTING 
CAPSULES 


Like  conventional  INDERAL  Tablets,  INDERAL  LA  should  not  be  used 
in  the  presence  of  congestive  heart  failure,  sinus  bradycardia,  cardio- 
genic shock,  heart  block  greater  than  first  degree,  and  bronchial  asthma 

"After  a  30-day  trial  with  INDERAL  LA,  physicians  reported  that  90% 
of  the  patients  would  rennam  on  INDERAL  LA 

The  one  you  know  best 
keeps  looking  better 


Please  see  next  page  for  briel  summary  of  prescribing  mlormalion 
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The  one  you  know  best  keeps  looking  better 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR  ) 
INDEfUL "  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 

DESCRIPTION.  Inderal  LA  15  lormuialed  lo  provide  a  suslained  release  of  proDranolol 
hydrochloride  Inderal  LA  is  available  as  80  mg,  120  mg,  and  160  mg  capsules 
CLINICAL  PHARMACOLOGY.  INDERAL  is  a  nonseleclive  beta-adrenergic  receptor  block- 
ing  agent  possessing  no  other  autonomic  nervous  system  activity  It  spec'I'cally  competes  with 
beta-adrenergic  receptor  siimuiaimg  agents  lor  available  receptor  sites  When  access  to 
beta-feceptor  sites  'S  bloct^ed  by  INDERAL  the  chronotropic,  inotropic,  and  vasodilator  re- 
sponses to  beta  adrenergic  stimulation  are  decreased  proportionately 

INDERAL  LA  Capsules  (80.  120.  and  160  mg)  release  piopranolol  HCi  at  a  controlled  and 
predictable  rale  Peak  blood  levels  loiiowmg  dosing  with  INDERAL  LA  occur  al  about  5  hours 
and  the  apparent  plasma  halMile  is  about  10  hours  When  measured  al  steady  stale  over  a 
24-houf  period  the  areas  under  the  propranolol  plasma  concenlralion-lime  curve  (AUCs)  lor 
the  capsules  are  approximately  60%  to  65%  o'  the  AUCs  tor  a  comparable  divided  daily  dose 
ot  INDERAL  tablets  The  lower  AUCs  lor  the  capsules  are  due  lo  greater  hepatic  metabolism  ot 
propranolol,  resulting  Irom  the  Slower  rale  Ot  absorplion  ol  propranolol  Over  a  twenty-lour  (24) 
hour  period,  blood  levels  are  la'riy  consiani  lor  about  twelve  (12)  hours  then  decline  exponen- 
tially 

INDERAL  LA  should  not  be  considered  a  simple  mg  for  mg  subsfifule  lor  conventional 
propranolol  and  the  blood  levels  achieved  do  nol  match  (are  lower  than)  those  ol  two  lo  lour 
limes  daily  dosing  with  the  same  dose  When  changing  to  INDERAL  LA  Irom  conventional 
propranolol,  a  possible  need  lor  relitralion  upwards  should  be  considered  especially  to  main- 
tain eflectiveness  al  the  end  of  the  dosing  interval  In  most  clinical  sellings  however  such  as 
hypertension  or  angma  where  there  is  little  correlation  between  plasma  levels  and  clinical 
ettecl.  INDERAL  LA  has  been  Iherapeulically  equivalenl  to  the  same  mg  dose  ol  convenlional 
INDERAL  as  assessed  by  ?4-hou(  effects  on  blood  pressure  and  on  24-hour  exercise  re- 
sponses ol  hear!  rale,  systolic  pressure  and  rale  pressure  product  INDERAL  LA  can  provide 
effective  beta  blockade  lor  a  24-hour  penod 

The  mechanism  ol  the  antihypertensive  eftecl  ol  INDERAL  has  not  Qeen  established  Among 
Ihe  factors  that  may  be  involved  in  conlnbulmg  10  the  antihypertensive  action  are  ( 1 )  decreased 
cardiac  output.  (2)  inhibilion  of  renin  release  by  the  kidneys,  and  (3)  diminution  ol  tonic 
sympathetic  nerve  outflow  Irom  vasomotor  centers  in  Ihe  brain  Although  total  peripheral 
resistance  may  increase  inilially,  it  readiusts  to  or  below  the  prelrealment  level  wilh  chronic  use 
Ellects  on  plasma  volume  appear  to  be  minor  and  somewhal  variable  INDERAL  has  been 
shown  lo  cause  a  small  increase  in  serum  potassium  concentration  when  used  in  the  treatment 
of  hypertensive  palienls 

In  angina  pectoris,  prppranolol  generally  reduces  Ihe  oxygen  requirement  ol  the  heart  at  any 
given  level  of  ellort  by  blocking  the  catecholamine-induced  increases  in  the  heart  rale,  systolic 
blood  pressure,  and  the  velocity  and  extent  ot  myocardial  contraction  Propranolol  may  in- 
crease Oxygen  requirements  by  increasing  lell  ventricular  fiber  length,  end  diastolic  pressure 
and  systolic  ejection  period  The  net  physiologic  elfecl  ol  beta-adrenergic  blockade  is  usually 
advanlageous  and  is  mamfesled  during  exercise  by  delayed  onset  of  pain  and  increased  work 
capacity 

In  dpsages  greater  than  required  tor  beta  blockade.  INDERAL  also  exerts  a  quimdme-like  or 
aneslhelic-iike  membrane  action  which  atfects  the  cardiac  action  potential  The  signiticance  of 
the  membrane  action  m  the  ireatment  ot  arrhythmias  is  uncertain 

The  mechanism  of  Ihe  antimigraine  eftecl  ol  propranolol  has  not  been  established  Beta- 
adrenergic  receptors  have  been  dempnstrated  in  the  pial  vessels  of  the  brain 

Beta  recepior  blockade  can  be  useiul  m 
conditions  in  which,  because  of  pathologic  or 
lunctionat  changes,  sympathetic  activity  is  det- 
rimental lo  Ihe  patient  Bui  there  are  also  situa- 
tions in  which  sympathetic  stimulation  is  vilal 
For  example,  in  patients  with  severely  dam- 
aged hearts,  adequate  ventricular  function  is 
maintained  by  virtue  of  sympathetic  drive 
which  should  be  preserved  In  ihe  presence  of 
AV  block,  greater  than  tirst  degree,  bela  block- 
ade may  prevent  ihe  necessary  lacililating  et- 
tecl ot  sympathetic  activity  on  conduction  Beta 
blockade  results  m  bronchial  constriction  by 
inlerfenng  with  adrenergic  bronchoditalor  ac- 
iiviiy  which  should  be  preserved  in  patienis 
subject  to  bronchospasm 

Propranolol  is  not  signilicanlly  diaiyzable 
INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage- 
ment ol  hypertension,  ii  may  be  used  alone  or  used  m  combination  wilh  olher  anlihyperlensive 
agents   |.,ir'...  ,.i'i.  ,1 'hiazide  diuretic   INDERAL  LA  is  nol  indicated  m  the  management  ol 
hyperlc"     !..■ .  .!  ..■  (,.|  .IPS 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated  for  the 
long-ten ;■  i;iji  juuiiij!'!  of  patients  wilh  angina  pectoris 

Migraine:  INDERAL  LA  is  indicated  tor  Ihe  prophylaxis  of  common  migraine  headache 
The  elficacy  ol  propranolol  in  the  treatment  ol  a  migraine  attack  that  has  started  has  nol  been 
established  and  propranolol  is  not  indicated  lor  such  use 

Hypertrophic  Subaortic  Stenosis:  i[ri"RAL  LA  is  useful  in  ihe  management  of  hyper- 
trophic subaortic  stenosis,  esi"'  1  .  '  '  ■  I'lnenl  ol  exertional  or  olher  stress-induced 
angina,  paloitations.  and  syncoi"      ' ,  -■  ,.iiso  improves  exercise  perlormance  The 

eliectivenr-.q':,  ni  niori'anoioi  hydfo>.:i.i^.'..jr  11.  ::i.-.  disease  appears  lo  be  due  to  a  reduction  ol 
Ihe  elev.v-  1  .  1;"  ..-,  :  rcssure  gradient  which  is  exacerbated  by  beta-receptor  stimulation 
Clinical  i'l  ; '.  .r.i   ■■■  ■  iii,:)y  be  tempprary 

CONTRAINDICATIONS.  INDERAL  is  cpnlramdicaled  in  1)  cardiogenic  shock,  2)  sinus 
bradycardia  and  greater  than  lirst  degree  block,  3)  bronchial  asthma.  4)  congeslive  heart 
(allure  {see  WARNINGS)  unless  Ihe  failure  is  secondary  lo  a  tachyarrhythmia  ireatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE  Sympathetic  stimulation  may  be  a  vilal  component  sup- 
porting circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta 
blockade  may  precipitate  more  severe  laiiure  Although  bela  blockers  should  be  avoided  m 
overt  congestive  head  failure,  il  necessary,  ihey  can  be  used  with  close  follow-up  m  patients 
with  a  history  of  failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics 
Beta-adrenergic  blocking  agents  do  not  abolish  rhe  inotropic  action  ot  digitalis  on  heart 
muscle 

IN  PATIENTS  WITHOUT  A  HISTORY  OF  HEART  FAILURE,  continued  use  of  bela  blockers 
can,  m  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  tirsi  sign  or  sympiom  ot  heari 
(ailure.  the  patient  should  be  digilalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually  if  possible) 
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mg      120  mg       160  mg 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  ol  exacerbation  ot 
angina  and.  in  some  cases,  myocardial  mtarclion.  loHowinq  abrupt  discontinuance  of 
INDERAL  therapy  Therefore,  when  discontinuance  ol  INDERAL  is  planned  the  dosage 
should  be  gradually  reduced  over  at  least  a  few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessalion  of  therapy  without  the  physician's  advice  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usualty  is  advisable 
lo  reinslilute  INDERAL  therapy  and  lake  other  measures  appropriate  lor  the  management 
ol  unstable  angma  pectoris  Since  coronary  artery  disease  may  be  unrecognized,  it  may 
be  prudent  to  follow  the  abpve  advice  m  palienls  considered  at  risk  ol  having  occult 
atherosclerotic  heart  disease  who  are  given  propranolol  lor  olher  indications 


Nonallergic  BrfMichospasm  (e.g.,  chronic  bronchitis,  emphysema)  -  PATIENTS 
WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS  INDERAL  should  be  administered  with  caulion  since  it  may  block  bronchodilation 
produced  by  endogenous  and  exogenous  calecholamine  stimulation  ol  beta  receptors 

MA,.lOR  SURGERY  The  necessity  or  desirability  oi  withdrawal  ol  beta-blocking  therapy  prior 


to  maior  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of  the 
heart  lo  respond  lo  reflex  adrenergic  stimuli  may  augment  the  risks  ot  general  anesthesia  and 
surgical  procedures 

INDERAL  (propranolol  HCl),  like  other  bela  blockers,  is  a  compelilive  inhibitor  ot  beta-recep- 
tor agonists  and  its  effects  can  be  reversed  by  administralion  of  such  agents,  e  g  ,  dobulamine 
or  isoproterenol  However  such  palienls  may  be  subject  to  prolracled  severe  hypotension 
Dilficully  m  starting  and  maintaining  the  heartbeat  has  also  been  reported  wilh  bela  blockers 

DIABETES  AND  HYPOGLYCEfvltA  Beia-adrenergic  blockade  may  prevent  the  appearance 
ol  certain  premonitory  signs  and  symptoms  [pulse  rate  and  pressure  changes)  ol  acute 
hypoglycemia  in  labile  msulm-dependent  diabetes  In  these  patients,  it  may  be  more  dillicull  lo 
adjust  the  dosage  ol  insulin 

THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  ol  hyperthyroidism 
Therelore,  abrupt  withdrawal  ol  propranolol  may  be  loHowed  by  an  exacerbation  o'  symptoms 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  nol  distort  thyroid  function  tests 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  Ihe  tachycardia  was  replaced  by  a  severe  bradycardia 
requiring  a  demand  pacemaker  In  one  case,  this  resulted  alter  an  initial  dose  ol  5  mg 
propranolol 

PRECAUTIONS.  General  Propranoipl  should  be  used  with  caution  in  palienls  with  impaired 
hepatic  or  renal  function  INDERAL  (propranolol  HCI)  is  not  indicated  lor  Ihe  Ireatmenl  ol 
hypertensive  emergencies 

Bela-adrenoreceptor  blockade  can  cause  reduction  ol  intraocular  pressure  Patients  should 
be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  lest  Withdrawal  may  lead  loa 
return  ol  increased  intraocular  pressure 

Clinical  Laboratory  Tests  Elevated  blood  urea  levels  m  patients  with  severe  head  disease, 
elevated  serum  transaminase  alkaline  phosphatase,  lactate  dehydrogenase 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-deptelmg  drugs  such  as  reser- 
pine  should  be  closely  observed  it  INDERAL  is  administered  The  added  calecholamme- 
blocking  action  may  produce  an  excessive  reduction  ol  resting  sympathetic  nervous  activity 
which  may  result  m  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 

Caranogenesis.  Mutagenesis.  Impairment  ot  Fertility  Long-lerm  studies  in  animals  have 
been  conducted  lo  evaluate  toxic  effects  and  carcinogenic  potential  tn  18-monlh  studies  in 
both  rats  and  mice,  emplpymg  doses  up  to  150  mg/kg/day,  there  was  no  evidence  ol  siqnili- 
cant  drug-induced  toxicity  There  were  no  drug-related  tumongenic  effects  at  any  of  Ihe 
dosage  levels  Reproductive  studies  m  animals  did  nol  show  any  impairment  ot  fertility  that  was 
allributabtetothedrug 

Pregnancy  Pregnancy  Category  C  INDERAL  has  been  shown  to  be  embryoloxic  m  animal 
studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose 

There  are  no  adequate  and  well-controlled  studies  m  pregnant  women  INDERAL  should  be 
used  during  pregnancy  only  it  the  pplential  benefit  justifies  the  polential  risk  to  the  fetus 

Nursing  Mothers  INDERAL  is  excreted  in  human  mitk  Caution  should  be  exercised  when 
INDERAL  IS  administered  to  a  nursing  woman 

Ped'.i!'--  I  '-P  '^..VpIv  and  effectiveness  m  children  have  not  been  established 

ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  rarely 

requni'  1  :'■!   .vi'i..;'  .j/.al  ol  therapy 

Cd/J<._.v<ii^u/dc  Diddycardia,  congestive  heart  failure,  intensification  ol  AV  block,  hypoten- 
sion, paresthesia  of  hands,  Ihrombocylopemc  purpura,  arterial  insufficiency  usually  ol  the 
Raynaud  type 

Central  Nen/ous  System  lightheadedness, 
menial  depression  manilested  by  insomnia, 
lassitude,  weakness,  laligue.  reversible  mental 
depression  progressing  lo  catatonia,  visual 
disturbances,  hallucinalions,  an  acute  revers- 
ible syndrome  characlenzed  by  disorientation 
for  lime  and  place,  short-term  memory  loss, 
emotional  lability,  slightly  clouded  sensorium, 
and  decreased  perlormance  on  neuropsycho- 
inetrics 

Gastrointestinal  nausea,  vomiting,  epigas- 
tric distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  Thrombosis, 
ischemic  colitis 
Allergic   pharyngitis  and  agranulocytosis, 
erythematpus  rash,  lever  combined  with  aching  and  sore  throat,  laryngospasm  and  respiratory 
distress 
Respiratory  bronchospasm 

Hematologic  agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura 
Autoimmune   In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been  re- 
ported 

Miscellaneous  alopecia.  LE-iike  reactions,  psoriasiform  rashes,  dry  eyes,  male  impotence, 
and  Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions  involving 
the  skin,  serous  membranes  and  conjunctivae  reported  tor  a  bela  blocker  (practolol)  have  rxjf 
been  associated  with  propranolol 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daity  If  patients  are  switched  Irom  INDERAL 
tablets  to  INDERAL  LA  capsules,  care  should  be  taken  to  assure  that  the  desired  "herapeuiic 
etfect  IS  maintained  INDERAL  LA  should  nol  be  considered  a  simple  mg  for  mg  subslilute  for 
INDERAL  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels  Ret.tration  may 
be  necessary  especially  to  maintain  ellectiveness  at  the  end  of  the  24-hour  dosing  interval 

HYPERTENSION  —  Dosage  must  be  individualized  The  usual  initial  dosage  is  80  mg 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a  diuretic  The  dosage  may  be 
increased  to  120  mg  once  daily  or  higher  uniii  adequate  biood-pressure  control  is  achieved 
The  usual  maintenance  dosage  is  120  to  160  mg  once  daily  In  some  instances  a  dosage  of  640 
mg  may  be  required  The  time  needed  tor  lull  hypertensive  response  lo  a  given  dosage  is 
variable  and  may  range  irom  a  few  days  to  several  weeks 

ANGINA  PECTORIS -Dosage  must  be  individualized  Starling  with  80  mg  INDERAL  LA 
once  daily  dosage  should  be  gradually  increased  at  three  to  seven  day  intervals  until  optimum 
response  is  obtained  Although  individual  patients  may  respond  at  any  dosage  level,  the 
average  optimum  dosage  appears  lo  be  160  mg  once  daily  In  angma  pecions,  the  value  and 
salety  ol  dosage  exceeding  320  mg  per  day  have  nol  been  established 

II  ireatmenl  is  to  be  discontinued,  reduce  dosage  gradually  over  a  period  ol  a  few  weeks  (see 
WARNINGS) 

fyllGRAIfvJE  — Dosage  must  be  individualized  The  initial  oral  dose  is  80  mg  INDERAL  LA 
once  daily  The  usual  ellective  dose  range  is  160-240  mg  once  daily  The  dosage  may  be 
increased  gradually  to  achieve  optimum  migraine  prophylaxis  II  a  salislaclory  response  is  not 
obtained  within  lour  to  six  weeks  after  reaching  the  maximum  dose,  INDERAL  -A  therapy 
shpuld  be  discontinued  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a  period  of 
several  weeks 
HYPERTROPHIC  SUBAORTIC  STENOSIS-  80-160  mg  INDERAL  LA  once  daily 
PEDIATRIC  DOSAGE  -  At  this  lime  the  data  on  the  use  ol  the  drug  in  this  age  group  are  too 
limited  to  permit  adequate  directions  tor  use 
'The  appearance  ol  these  capsules  is  a  registered  trademark  of  Ayersi  Laboratories 
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SPECIAL        ARTICLE 

Two  Views  of  a  Patient  with 
Progressive  Dementia 

Introduction 

Albert  Heyman,  M.D.  and  Lisa  Gwyther,  M.S.W. 


This  issue  of  the  North  Carolina  Medical  Journal  presents 
two  views  of  a  case  history  of  a  47-year-old  man  who  died 
after  a  five-year  period  of  progressive  cognitive  impairment 
and  personaUty  changes.  The  first  account  is  a  traditional 
medical  case  report  which  describes  the  occurrence  of  rheu- 
matic fever  in  childhood,  the  subsequent  development  of 
cardiac  and  renal  disease,  and  finally  death  associated  with 
mental  deterioration  caused  by  an  unusual  form  of  cerebral 
vascular  disease  (Hurwitz  BJ,  et  al,  p.  182).  The  second 
description  is  by  the  patient's  wife,  Myma  Doemberg  (p, 
187),  whose  recent  book  Stolen  Mind'  has  become  popular 
reading  for  families  participating  in  the  Alzheimer's  Disease 
and  Related  Disorders  Association. - 

In  her  report  of  her  husband's  numerous  encounters  with 
the  medical  profession,  Mrs.  Doemberg  shares  her  percep- 
tive views  of  family-doctor  relationships,  particularly  the 
management  of  patients  with  early  dementia  and  behavioral 
abnormalities. 

Because  of  the  unusual  nature  of  the  patient's  illness, 
Binswanger's  disease,  which  in  this  case  was  associated 
with  a  number  of  systemic  complications,  an  early  diagnosis 
was  not  made.  The  diagnosis  of  this  illness  is  now  frequently 
made  by  new  neuro-imaging  procedures.  But  for  Mrs. 
Doemberg  it  was  not  so  much  the  lack  of  a  diagnosis  as  the 
lack  of  communication  with  her  husband's  physicians  that 
was  most  disturbing.  In  her  eloquent  review  of  her  expe- 
riences, it  becomes  evident  that  she  was  not  given  sufficient 
opportunity  to  express  her  thoughts  and  experiences  relevant 
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to  her  husband's  illness.  Although  it  was  clear  to  her  that 
her  husband  could  not  provide  an  adequate  history,  she  was 
often  not  included  in  the  physician  interviews,  nor  in  dis- 
cussions of  the  findings  of  various  consultants,  psycholo- 
gists and  other  professional  personnel. 

This  situation  is  unfortunately  all  too  frequent  in  the  initial 
evaluation  of  patients  with  early  dementia.  In  many  such 
instances  the  patient  is  not  aware  of  his  or  her  own  cognitive 
impairments  and  the  symptoms  are  often  attributed  to  emo- 
tional, marital  or  environmental  stresses.  In  this  particular 
case,  the  patient's  behavioral  changes  were  thought  to  be 
the  result  of  social,  domestic  or  job-related  problems.  It  was 
only  in  the  later  course  of  the  illness  that  progressive  brain 
damage  was  revealed  by  neuropsychological  testing.  The 
etiology  of  the  intellectual  impairment  then  became  the  ma- 
jor diagnostic  problem. 

Perhaps  the  most  important  lesson  to  be  learned  from 
both  of  these  accounts  is  that  the  patient's  family  must  have 
an  active  role  in  the  diagnostic  and  therapeutic  management 
of  difficult  and  complex  illnesses.  Their  involvement  is 
particularly  important  in  cases  of  dementia  and  other  dis- 
orders in  which  the  patient's  memory  and  judginent  are 
impaired.  Mrs.  Doemberg's  publications  and  her  continuing 
efforts  to  emphasize  the  family's  needs  should  be  appre- 
ciated by  the  medical  profession.  ■ 
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Subcortical  Arteriosclerotic 
Encephalopathy 
(Binswanger's  Disease) 

Report  of  a  Case  Simulating  Psychiatric  Disease  and  Normal 
Pressure  Hydrocephalus 


Barrie  J.  Hurwitz,  M.D.,  Albert  Heyman,  M.D., 
Peter  C.  Burger,  M.D.,  and  Burton  P.  Drayer,  M.D. 


Subcortical  arteriosclerotic  encephalopathy,  or  Bins- 
wanger's disease,  is  a  chronic,  cerebrovascular  disorder 
characterized  by  ischemia  or  infarction  of  the  deep  white 
matter  of  the  cerebral  hemispheres,  sparing  the  cortex.'  - 
Until  recently,  this  disorder  has  been  considered  to  be  un- 
common. Most  of  the  reports  of  this  illness  describe  only 
a  few  patients  who  had  evidence  of  hypertension,  stroke 
and  progressive  dementia.'^  High-resolution  computer  to- 
mography (CT)  and  magnetic  resonance  imaging,  however, 
have  shown  that  the  typical  radiographic  appearance  of  Bins- 
wanger's disease,  i.e.,  multiple  lacunar  infarcts  and  is- 
chemic changes  in  the  periventricular  cerebral  white  matter, 
can  be  found  in  patients  with  other  clinical  or  neurologic 
manifestations.''  Relatively  few  patients  with  Binswanger's 
disease  have  had  autopsy  confirmation  of  their  clinical  and 
neuro-imaging  findings.'' 


Case  Report 

The  patient,  a  47-year-old  male  architectural  designer,  was 
admitted  to  Duke  University  Medical  Center  in  July  1983 
for  evaluation  of  chronic  progressive  dementia.  At  age  nine, 
he  had  been  diagnosed  as  having  rheumatic  fever,  and  at 
age  19  he  had  been  rejected  from  the  Armed  Services  be- 
cause of  a  cardiac  murmur. 

Throughout  his  adolescence  and  early  adulthood  the  pa- 
tient complained  of  shoulder  pain,  for  which  he  took  as 
many  as  eight  aspirin  tablets  a  day  for  more  than  ten  years. 
In  his  early  thirties,  he  required  stronger  analgesics  and 
consumed  six  to  eight  tablets  a  day  of  a  variety  of  such 
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medications,  including  Percodan,  Motrin,  Percocet,  Tylox 
and  Indocin.  During  the  three-year  period  prior  to  his  ad- 
mission to  Duke  Hospital,  he  had  been  taking  six  or  more 
tablets  of  Darvocet  each  day. 

Beginning  at  about  age  30.  the  patient  had  frequent 
cardiac  palpitations  which  were  associated  with  an  irregular 
fast  pulse  but  no  loss  of  consciousness.  These  attacks  of 
cardiac  arrhythmia  were  brought  to  the  attention  of  his  phy- 
sicians on  admission  to  his  local  hospital  five  months  prior 
to  his  admission  to  Duke.  At  that  time  his  arterial  blood 
pressure  was  recorded  as  130/90  mm  Hg.  A  His  bundle 
electrocardiogram  showed  an  arrhythmia  which  was  not 
considered  to  be  clinically  significant. 

At  age  46,  the  patient  had  been  admitted  to  a  Boston 
hospital  with  the  complaint  of  peripheral  and  facial  edema. 
He  was  found  to  have  severe  albuminuria  and  elevated  serum 
creatinine  levels.  A  renal  biopsy  showed  severe  interstitial 
fibrosis  in  the  medulla  and  extensive  scarring  with  abundant 
hyalinosis  of  the  arteries  and  arterioles.  A  diagnosis  was 
made  of  analgesic  nephropathy. 

In  addition  to  his  renal  disease  and  recurrent  pre-syncope, 
the  patient  had  a  history  of  three  episodes  of  transient  focal 
cerebral  ischemia.  One  occurred  in  1981  when  he  noted  the 
sudden  onset  of  right-sided  paresthesias.  Examination  by  a 
neurologist  the  following  day  revealed  no  residual  neuro- 
logic deficits.  His  blood  pressure  was  142/92  mm  Hg.  The 
CT  scan  and  electroencephalogram  were  normal.  A  history 
of  two  other  ischemic  attacks  was  later  obtained.  One  had 
occurred  in  1977  and  consisted  of  a  15-minute  period  of 
inability  to  speak.  The  last  episode,  in  1982,  also  consisted 
of  a  speech  disturbance. 

The  patient  became  aware  of  his  mental  changes  in  1979 
when  he  expressed  doubts  as  to  his  ability  in  carrying  out 
his  everyday  activities.  He  sought  psychiatric  help  and  was 
enrolled  in  group  therapy.  During  the  next  two  to  three  years 
his  employer  noted  increasing  inability  to  do  simple  tasks 


such  as  making  a  blueprint  or  telephoning  clients.  On  a 
family  trip  to  Hawaii  in  July  1982,  the  patient  lost  his 
baggage,  and  he  was  unable  to  keep  track  of  travel  plans 
or  take  responsibility  for  purchasing  tickets  or  making  res- 
ervations. His  attitude  and  personality  changes  during  this 
time  period  were  thought  to  be  of  a  psychiatric  nature  and 
he  received  sporadic  counseling. 

Psychologic  tests  in  September  1982  showed  a  WAIS 
Full-Scale  IQ  of  96,  a  Verbal  IQ  of  113  and  Performance 
IQ  of  70.  He  was  admitted  to  a  psychiatric  ward  for  diag- 
nostic evaluation.  A  CT  scan  of  the  brain  showed  periven- 
tricular lucencies  surrounding  slightly  enlarged  frontal  horns. 
A  diagnosis  was  made  of  dementia  caused  by  normal  pres- 
sure hydrocephalus,  and  a  ventricular-peritoneal  shunt  was 
inserted  in  February  1983.  The  patient's  mental  confusion, 
memory  impairment  and  personality  changes,  however, 
continued  to  progress. 

Repeat  psychologic  testing  in  May  1983  showed  that  the 
WAIS  Full-Scale  IQ  had  fallen  to  71,  Verbal  IQ  to  84  and 
Performance  IQ  to  57.  It  was  then  noted  that  he  had  dif- 
ficulty expressing  his  thoughts  and  needs.  He  became  in- 
creasingly confused  in  carrying  out  simple  daily  tasks  and 
on  one  occasion  attempted  to  open  a  can  of  food  with  a 
pencil.  He  could  no  longer  use  a  spoon  or  fork  and  had 
difficulty  finding  the  bathroom  in  his  own  home.  He  was 
unable  to  dress  himself  and  had  to  be  instructed  in  taking 
a  shower  and  brushing  his  teeth.  He  often  wandered  aim- 
lessly about  the  house  or  sat  and  stared  uncomprehending 
at  the  television  screen.  The  patient  developed  a  bland  per- 
sonality with  very  few  demands,  hostility  or  agitation. 

On  admission  to  Duke  Hospital,  in  July  1983,  the  patient 
was  quiet,  cooperative  and  pleasant.  He  did  not  know  his 
age,  the  day  of  the  week,  the  month  or  year.  He  was  unable 
to  remember  a  name  and  address  after  a  few  minutes  and 
could  not  count  backward  from  20  to  I .  He  could  not  recall 
the  names  of  his  children  or  the  name  of  his  sister.  He  was 
aware  of  his  serious  memory  loss  but  did  not  appear  dis- 
turbed by  this. 

Physical  examination  revealed  a  Grade  III  harsh  systolic 
ejection  murmur  at  the  apex  of  the  heart  and  also  at  the  base 
with  faint  transmission  to  the  neck.  The  arterial  blood  pres- 
sure was  168/92  mm  Hg  on  admission  to  the  hospital  and 
ranged  from  130/80  to  150/100  mm  Hg  during  his  hospital 
stay.  The  pulse  was  regular  with  occasional  extrasystoles. 
Neurologic  examination  showed  no  focal  neurologic  deficits 
or  abnormal  tendon  reflexes. 

The  hematologic  findings  were  normal  but  the  serum 
creatinine  level  was  3.2  mg%,  and  the  BUN,  27mg%.  There 
was  a  3  -H  proteinuria.  Roentgenogram  of  the  chest  showed 
moderate  cardiomegaly  with  left  ventricular  hypertrophy. 
The  electrocardiogram  showed  sinus  bradycardia  at  a  rate 
of  59  and  a  prolonged  P-R  intervel  of  0.37.  There  was  right 
bundle  branch  block  with  left  ventricular  hypertrophy  and 
left  ventricular  strain.  Holier  monitoring  showed  the  basic 
rhythm  to  be  first-degree  heart  block  with  a  rate  of  65  to 
100  beats  per  minute.  The  P-R  interval  varied  and  there 


were  short  sinus  pauses.  There  were  long  runs  of  2:1  second- 
degree  heart  block,  with  ventricular  rates  of  32  to  40  per 
minute,  lasting  up  to  40  minutes.  There  was  an  occasional 
escape  paroxysmal  ventricular  contraction.  The  echocardi- 
ogram showed  thickening,  calcification,  and  fibrosis  of  the 
aortic  wall  and  mitral  valve  annulus.  A  pacemaker  was 
implanted  to  prevent  further  impairment  in  cerebral  perfu- 
sion. 

An  electroencephalogram  showed  diffusely  slow  electri- 
cal activity  with  a  frequency  of  7  Hz  posterior  alpha  rhythm. 
Polymorphic  intermittent  frontal  delta  activity  (1-2  Hz)  was 
present  and  was  thought  to  be  consistent  with  diffuse  en- 
cephalopathy. Computer  tomography  of  the  brain  showed 
a  ventricular  catheter  in  the  right  frontal  horn  (figures  lA 
and  IB.  next  page).  There  was  mild  ventricular  dilatation. 
A  confluent  area  of  hypodensity  of  the  cerebral  white  matter 
was  present  in  both  hemispheres  adjacent  to  the  frontal 
horns,  the  bodies,  and  the  occipital  horns  of  the  lateral 
ventricles.  Focal  areas  of  decreased  density  were  not  re- 
ported on  the  antemortem  CT  reading  but  were  noted  in 
retrospect  the  following  year,  when  the  CT  films  were  com- 
pared with  slices  of  the  brain  made  at  autopsy.  The  cortical 
sulci  shown  on  the  CT  scans  were  not  abnormally  enlarged. 
The  CT  findings  were  considered  to  be  characteristic  of 
subcortical  arteriosclerotic  leukoencephalopathy  or  Bins- 
wanger's  disease. 

The  patient  was  discharged  from  Duke  Hospital  with  a 
diagnosis  of  progressive  dementia  associated  with  Bin- 
swanger's  disease.  He  was  also  diagnosed  as  having  rheu- 
matic heart  disease  with  moderate  aortic  stenosis,  second- 
degree  atrioventricular  block,  and  azotemia  caused  by  an- 
algesic nephropathy.  During  the  next  eight  months  he  showed 
gradual  deterioration  in  mentation.  In  March  1984  he  was 
hospitalized  following  a  major  motor  seizure.  Progressive 
renal  impairment  was  noted  but  renal  dialysis  was  not  ad- 
vised. Death  occurred  within  a  few  days. 

Postmortem  examination  showed  enlargement  of  the  my- 
ocardial wall.  The  heart  weighed  550  gms.  The  anterior 
wall  of  the  left  lateral  myocardium  contained  a  1  x  1  x  0.5 
cm  area  of  old.  gray  fibrous  tissue.  There  was  moderate 
calcific  aortic  stenosis.  The  coronary  arteries  showed  prom- 
inent atherosclerosis  without  complete  occlusions  or  thrombi. 
The  left  anterior  descending  coronary  artery  was  markedly 
atherosclerotic  but  not  significantly  narrowed.  The  mitral 
valve  and  aortic  valves  were  thickened,  opaque  and  rigid. 
Patchy  areas  of  myocardial  fibrosis  were  present  on  micro- 
scopic examination.  The  one  kidney  available  from  the  local 
prosector  weighed  80  gm  and  showed  diffuse  granularity  of 
the  cortical  surface.  Marked  reduction  of  the  thickness  of 
the  medulla  was  observed  on  gross  examination,  and  thick- 
ening of  small  arteries  on  microscopic  inspection.  The  find- 
ings were  consistent  with  severe  analgesic  nephropathy. 

The  left  half  of  the  brain  was  available  for  neuropath- 
ologic  studies.  It  weighed  610  gm  and  showed  severe  ath- 
erosclerosis of  the  distal  vertebral  artery  and  the  basilar 
artery  without  significant  stenosis  of  the  lumen.  The  internal 
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Figures  1A  and  IB  Both  photographs  show  non-enhanced  CT  scans  of  the  head,  A  shunt 
tube  is  positioned  in  the  right  lateral  ventricle  The  ventricles  are  slightly  enlarged  and  the 
cortical  sulci  are  only  slightly  widened  Ivlulti-focal  confluent  hypodensities  are  seen  bilaterally 
in  the  centrum  semiovale,  particularly  in  the  areas  adjacent  to  the  frontal,  body  and  occipital 
horns  of  the  ventricles 


carotid  artery  showed  slight  atherosclerosis  but  the  middle 
cerebral  and  anterior  cerebral  arteries  appeared  normal.  The 
cerebral  gyri  were  not  atrophic  but  the  ventricles  showed 
moderate  dilation. 


Small,  multiple  lacunar  infarcts  were  noted  throughout 
the  white  matter  of  the  centrum  semiovale  above  the  level 
of  the  head  of  the  caudate  nucleus  (figures  2A  and  2B). 
These  lesions  ranged  in  diameter  from  0.4  x  0.3  cm  to  less 


Figure  2A  Two  sections  of  the  left  hemisphere  show  diffuse 
pallor  of  the  centrum  semiovale  and  subcortical  lacunar  in- 
farcts indicated  by  arrows.  There  is  a  sharp  contrast  between 
pale  areas  of  the  centrum  semiovale  and  the  normal  dark 
staining  myelin  in  the  subcortical  arcuate  fibers  and  corpus 
callosum  (C),  (Hematoxylin  and  Eosin/Luxol  Fast  Blue) 


Figure  28,  This  section  of  the  left  hemisphere  cut  in  the  plane 
of  the  CT  scan  in  figure  1 A  shows  diffuse  pallor  of  the  centrum 
semiovale  and  subcortical  lacunar  infarcts  indicated  by  the 
arrows  There  is,  in  addition,  a  small  cortical  infarct  of  the 
occipital  tip  in  this  figure,  (Hematoxylin  and  Eosin/Luxo  fast 
Blue). 
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than  a  millimeter.  Other  lacunes  were  present 
in  the  mid-portion  of  the  frontal  lobe  involving 
the  deep  portion  of  a  sulcus,  the  posterior  frontal 
area  as  well  as  the  medial  occipital  lobe.  The 
white  matter  had  a  yellow  granular  appearance 
and  contained  vessels  with  prominent  perivas- 
cular spaces.  No  overt  lacunes  were  noted  within 
the  basal  ganglia  or  thalamus. 

On  microscopic  examination,  the  proximal 
portion  of  Sommer's  sector  showed  a  small  fo- 
cus of  loss  of  neurons  and  resultant  gliosis.  No 
neurofibrillary  changes  or  granulovacuolar  de- 
generation were  found.  Multiple  small  lacunar 
infarcts  were  scattered  within  the  central  se- 
miovale  and  basal  ganglia.  Vascular  changes 
consisted  of  thickening  of  small  arteries,  asso- 
ciated with  a  scant  perivascular  lymphocytic  in- 
filtrate (figure  3).  The  pallor  of  the  white  matter 
was  most  striking  with  sparing  of  the  internal 
capsule,  corpus  callosum,  and  subcortical  ar- 
cuate fibers  (figure  4).  This  abnormality  was 
diffuse  and  independent  of  adjacent  lacunes.  In 
the  more  severe  areas  there  was  conspicuous  vacuolization 
in  the  white  matter  as  well  as  moderate  astrocytosis.  Stains 
of  the  axis  cylinder  in  these  areas  disclosed  considerable 
loss  of  axons  with  small  or  absent  myelin  sheaths. 

A  comparison  was  made  of  the  whole-mount,  hematox- 
ylin and  eosin-stained  section  of  the  brain  with  the  CT 
findings  in  the  same  horizontal  sections  of  the  brain.  The 


Figure  3  Many  of  the  vessels  in  the  deep  white  matter  and  basal  ganglia 
were  markedly  thickened  and  surrounded  by  a  few  lymphocytes  and 
astrocytes  (Hematoxylin  and  Eosin/Luxol  Fast  Blue,  x  250) 


multiple  areas  of  lacunar  infarction  in  the  central  semivale 
corresponded  to  focal  areas  of  hypodensity  seen  in  retrospect 
on  the  CT  scan.  The  diffuse  demyelination  noted  on  the 
whole-mount  sections  matched  the  confluent  hypodensities 
seen  on  the  CT  scan.  There  were,  however,  many  more 
discrete  lacunar  infarcts  in  the  tissue  whole-mount  than  could 
be  delineated  by  the  CT  scan. 
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Figure  4.  This  section  of  the  cerebral  cortex  shows  the  underlying  subcortical 
arcuate  fibers  and  centrum  semiovale  stained  for  myelin  A  lacunar  infarct  (L)  is 
present  in  the  deep  white  matter.  The  pallor  of  the  white  matter  is  in  sharp  contrast 
to  the  darker  staining  subcortical  region  indicated  by  the  arrow,  (Hematoxylin  and 
Eosin/Luxol  Fast  Blue  x  25), 
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Discussion 

This  case  report  calls  attention  to  several  clinical,  patho- 
logical and  neuroradiological  features  of  Binswanger's  dis- 
ease which  are  important  in  understanding  the  nature  of  the 
disorder.  Our  patient  had  behavioral  changes  and  signs  of 
mental  impairment  of  five  years'  duration  without  persistent 
focal  neurologic  deficits.  Although  there  was  a  history  of 
several  episodes  of  transient  paresthesias  in  the  limbs  and 
speech  disturbances,  these  focal  symptoms  of  cerebral  is- 
chemia were  overshadowed  by  the  progressive  mental 
changes.  For  this  reason  it  is  understandable  that  the  pa- 
tient's bahavioral  symptoms,  such  as  loss  of  interest  and 
motivation,  were  attributed  to  a  psychiatric  disorder. 

It  should  be  emphasized  that  personality  changes  and 
cognitive  impairment  without  localized  cerebral  manifes- 
tations are  not  unusual  in  patients  with  Binswanger's  dis- 
ease. One  such  patient  was  reported  by  one  of  the  authors.'' 
and  similar  cases  have  been  described  by  others.'  Even  in 
the  absence  of  focal  neurological  deficits,  neuro-imaging 
procedures  (i.e.,  CT  scans  and  magnetic  resonance  images) 
often  show  ischemic  lesions  in  the  cerebral  white  matter. 
The  pathogenetic  mechanism  responsible  for  the  behavioral 
abnormalities  and  for  the  loss  of  cognitive  function  in  these 
patients  is  not  certain.  Some  investigators  believe  that  the 
severe  dementia  may  be  caused  by  the  multiple  lacunar 
infarctions;  others  believe  that  diffuse  edema  of  the  sub- 
cortical tissues  is  responsible  for  progressive  cognitive  im- 
pairment.*' 

The  absence  of  persistent  hypertension  in  our  patient  may 
have  been  another  factor  contributing  to  the  delay  in  making 
the  correct  diagnosis.  Binswanger's  disease  is  usually  as- 
sociated with  moderate  or  severe  hypertension,  but  cases 
have  been  described  with  normal  blood  pressure  measure- 
ments.'" 

Although  our  patient  had  only  an  occasional  elevation  of 
blood  pressure,  left  ventricular  hypertrophy  was  present  at 
autopsy.  The  small  medullary  arteries  in  both  cerebral  hem- 
ispheres were  found  to  have  segmental  arterial  degeneration 
characteristic  of  hypertensive  vascular  disease.  The  patient 
also  had  valvular  heart  disease  and  recurrent  cardiac  ar- 
rhythmia. These  conditions  may  have  produced  intermittent 
cerebral  ischemia,  and  perhaps  contributed  to  the  devel- 
opment of  dementia. 

The  findings  in  the  patient's  later  CT  scans  were  char- 
acteristic of  Binswanger's  disease.  They  consisted  of  bilat- 
eral, symmetrical  areas  of  decreased  density  of  the  peri- 
ventricular white  matter  and  centrum  semiovale.  Although 
no  lacunar  infarcts  were  observed  in  the  antemortem  read- 
ings of  the  CT  scans,  retrospective  examination  was  thought 
to  show  multiple  small  lacunes  throughout  the  white  matter 
which  matched  those  in  the  whole  brain  slices. 

Prior  to  the  patient's  admission  to  Duke  Medical  Center 
a  diagnosis  of  normal  pressure  hydrocephalus  was  made  on 


the  basis  of  slightly  enlarged  ventricles  and  decreased  den- 
sity of  the  periventricular  white  matter  surtounding  the  fron- 
tal horns.  The  presence  of  such  hypodense  areas  in  the  CT 
scans  of  this  disorder  is  believed  to  be  caused  by  trans- 
ependymal  flow  of  spinal  fluid  from  ventricles  into  white 
matter.  The  differential  diagnosis  between  Binswanger's 
disease  and  normal  pressure  hydrocephalus  may  be  difficult. 
Various  criteria  have  been  suggested  for  the  differentiation 
of  the  white  matter  hypodensity  in  the  two  illnesses,  but  in 
many  instances  the  diagnostic  problem  is  not  easily  re- 
solved.* 

In  summary,  this  patient  presented  a  complex  array  of 
renal,  cardiac,  neurological  and  behavioral  symptoms  caused 
by  several  separate  but  related  diseases.  The  unusual  nature 
of  his  illness  led  to  a  delay  in  diagnosis  of  this  uncommon 
cause  for  vascular  dementia. 

The  emotional  distress  of  the  patient's  family  resulting 
from  this  situation  is  vividly  described  by  his  wife  in  her 
book  Stolen  Mind. ' '  A  description  of  her  personal  experi- 
ences in  dealing  with  this  illness  follows  this  article.  It 
provides  additional  insights  into  the  nature  of  the  disease. 
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My  husband.  Ray,  employed  as  a  vice-president  of  an  ar- 
chitectural design  firm,  did  not  remember  how  to  execute 
a  perspective  drawing.  He  sat  at  his  drawing  board  for  hours, 
knowing  what  he  wanted  to  do,  but  he  was  unable  to  begin. 
At  46  years  of  age.  he  described  himself  as  feeling  para- 
lyzed. For  the  past  few  months  he  had  become  noticeably 
confused  and  disoriented  when  driving.  He  had  problems 
handling  money,  he  had  not  been  sufficiently  able  to  con- 
centrate to  read  a  book  in  over  a  year,  and  he  generally 
lacked  his  previous  interest  in  and  passion  for  life. 

He  had  recognized  a  problem  three  years  earlier,  attrib- 
uted it  to  midlife  changes  and  sought  psychological  coun- 
seling for  a  brief  period.  Gradually,  he  had  delegated  re- 
sponsibilities to  me  at  home  and  to  others  at  work.  Eventually, 
his  job  performance  was  affected  so  that  he  was  not  able 
to  function  responsibly.  He  was  asked  to  take  a  leave  of 
absence. 

The  degenerative  process  was  slow  and  insidious.  Subtly, 
but  relentlessly,  it  was  eroding  Ray's  cognition  and  affect. 
No  longer  were  there  isolated  incidents  of  forgetfulness, 
poor  judgment,  and  misunderstood  and  atypical  responses 
and  behaviors.  Rather,  the  frightening  changes  had  affected 
and  disrupted  all  facets  of  Ray's  daily  life,  work,  and  re- 
lationships. 

Ray  was  admitted  to  the  psychiatric  ward  in  September 
1982.  The  previous  May  he  had  been  diagnosed  as  having 
analgesic  nephritis.  This  was  a  result  of  the  aspirin  and 
stronger  analgesics  he  had  taken  over  the  years  for  undiag- 
nosed shoulder  pains,  following  rheumatic  fever  as  a  child. 
This  illness  had  left  him  with  a  functional  heart  murmur 
which  exempted  him  from  the  armed  services  but  did  not 
curtail  his  physical  activity. 

Although  Ray  clearly  presented  symptoms  of  depression, 
the  depression  appeared  atypical.  During  his  five  weeks  in 
the  hospital,  an  antidepressant  was  prescribed.  A  CT  scan 
was  taken  during  hospitalization  and  a  diagnosis  was  made 
of  metabolic  encephalopathy.  On  discharge  from  the  hos- 
pital, we  were  told  that  proper  nutrition  and  exercise  would 
help  Ray  resume  a  functional  life. 

Our  hope  for  Ray's  recovery  was  initially  quite  good. 
Although  there  was  a  gnawing  within  me  that  his  illness 
wasn't  that  simple.  I  trusted  and  wanted  to  believe  that  we 
had  control  over  what  was  happening.  The  months  that 
followed  were  difficult.  Our  expectations  were  high.  Ray 


applied  for  another  job,  after  struggling  for  two  weeks  on 
his  resume.  1  began  the  process  of  applying  for  social  se- 
curity disability.  Although  we  wanted  to  believe  that  Ray 
would  be  well  enough  to  work,  the  reality  was  that  he  was 
able  to  do  little.  Our  comfortable  and  open  style  of  com- 
municating over  the  previous  22  years  of  marriage  was  now 
fraught  with  misunderstanding  and  confusion. 

During  the  four  months  that  followed  Ray's  hospitali- 
zation, I  found  little  support  from  the  medical  community. 
The  hospital  psychiatrist  saw  Ray  a  few  times  during  that 
period.  Ray  reported  that  they  discussed  setting  goals.  He 
did  not  feel  that  he  was  being  helped. 

In  February  1983  a  CT  scan  indicated  that  Ray  had  normal 
pressure  hydrocephalus.  We  were  told  that  there  was  only 
a  25%  chance  that  Ray  would  improve  with  surgery.  Given 
no  other  options,  I  agreed  to  the  insertion  of  a  ventriculo- 
peritoneal  shunt.  Ray  healed  quickly  from  the  surgery,  but 
continued  to  decline  cognitively.  Although  we  had  contact 
with  the  neurosurgeon  who  checked  the  shunt  periodically, 
he  did  not  provide  the  support  we  needed. 

1  knew  Ray  was  deteriorating,  but  aside  from  a  family 
physician  I  met  at  the  Alzheimer's  Support  Group,  there 
was  no  follow-through  from  the  physician  who  had  been 
involved  in  Ray's  case. 

Physicians  seem  to  gain  satisfaction  from  patients  who 
respond  to  treatment,  improving  and  getting  well  from  their 
care.  Ray's  case  was  an  enigma  to  the  doctors  who  initially 
saw  him.  He  was  a  young  man.  He  was  not  getting  better. 
He  was  deteriorating.  There  were  no  answers. 

In  July  1983,  Ray  went  to  Duke  University  Medical  Cen- 
ter. It  was  there,  for  the  first  time,  that  I  was  taken  aside 
and  asked  numerous  questions  about  Ray's  medical  history, 
changes  in  mentation,  personality,  and  functioning.  For  the 
first  time  I  felt  that  the  information  I  provided,  along  with 
the  psychological  testing  and  other  diagnostic  procedures, 
offered  the  staff  a  more  complete  picture  of  his  condition. 

After  a  hospitalization  period  of  two  weeks,  caused  by 
the  unexpected  need  for  a  pacemaker,  Ray  was  diagnosed 
as  having  subcortical  arteriosclerotic  encephalopathy  or  Bin- 
swanger's  disease.  I  was  told  the  disease  was  terminal,  but 
the  progression  was  unknown.  Again  we  were  sent  home. 
I  knew  Ray  was  to  die,  but  did  not  know  when  or  how. 

During  the  months  that  followed,  until  his  death  in  March 
of  1984,  my  emotional  support  came  from  the  Alzheimer's 
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Disease  and  Related  Disorders  Support  Group  and  friends 
to  whom  I  reached  out.  Members  of  our  support  group 
learned  from  each  other,  sharing  the  parts  of  our  souls  that 
our  physicians  would  never  know.  Losing  a  loved  one  to  a 
disease  that  robs  his  very  essence  is  probably  beyond  the 
awareness  of  most  of  the  medical  community. 

1  have  learned  much  in  retrospect.  It  is  always  easier  to 
look  back  and  recognize  that  a  serious  problem  had  been 
developing.  But,  sometimes  Monday  morning  quarterback- 
ing  pays  off. 

Diseases  that  involve  impaired  cognition  do  not  fit  into 
neat,  easily  diagnosed  categories.  Instead,  symptoms  of  de- 
mentia reflect  many  disorders,  some  treatable.  Unlike  other 
conditions  in  which  a  specific  battery  of  tests  can  determine 
the  cause,  diseases  that  affect  cognition  are  not  so  easily 
discerned.  Consequently,  the  role  of  the  physician  becomes 
much  more  investigative  and  may  require  a  degree  of  imag- 
ination. When  a  patient  presents  with  atypical  symptoms, 
as  Ray  did.  it  seems  both  practical  and  feasible  that  a  multi- 
disciplinary  team  be  formed,  drawing  expertise  from  the 
various  health  sciences.  It  then  becomes  possible  to  explore 
all  options,  increasing  the  chances  of  an  early,  accurate 
diagnosis. 

Although  it  is  usually  difficult  to  make  an  early  diagnosis 
of  progressive,  irreversible  dementia,  an  accurate  diagnosis 
is  crucial .  First .  if  the  condition  is  reversible ,  early  treatment 
is  imperative.  Second,  early  intervention,  even  for  a  fatal 
disease,  allows  time  for  the  victim  to  make  decisions  for 
the  future,  before  progression  of  the  dementia  precludes  his 
or  her  participation. 

Today  we  know  that  "senility"  is  not  a  normal  process 
of  aging.  People  well  into  the  eighth  and  ninth  decade  of 
life  can  be  productive  and  independent.  Yet,  problems  still 
persist  in  the  diagnosis  of  Alzheimer's  disea.se  and  other 
dementing  disorders.  Too  often  1  hear  about  elderly  patients 
with  symptoms  of  memory  loss  who  receive  a  diagnosis  of 
hardening  of  the  arteries  without  comprehensive  testing. 
"What  do  you  expect?"  their  family  members  are  told, 
"She's  80  years  old." 

Physicians  must  learn  to  ask  families  for  background  in- 
formation. Questions  about  behavioral,  personality,  and 
functional  changes  can  help  the  physician  to  ascertain  the 
presence  of  subtle  changes  that  indicate  an  organic  rather 
than  a  psychological  disturbance. 

If  the  doctors  had  asked  me  about  Ray's  symptoms  during 
his  first  hospitalization.  I  could  have  provided  them  with  a 
more  accurate  medical  history.  Together  we  could  have 
defined  the  subtle  changes  that  were  taking  place.  I  had 
much  to  offer  —  more  that  I  realized.  I  knew  that  Ray  was 
giving  inaccurate  information.  I  knew  he  filled  the  blanks 
in  his  memory  in  much  the  same  way  we  do  with  dreams 
that  we  only  partially  remember.  Often  he  did  not  understand 
the  question,  or  remember  it  long  enough  to  give  a  response. 
But  I  hesitated,  not  having  been  invited,  to  share  with  the 
physicians.  Ray  had  become  a  passive,  tentative,  confused 
man.  1  feared  that  my  speaking  for  him.  correcting  him. 


would  be  viewed  as  a  factor  in  Ray's  behavior  and  illness. 
Indeed.  Ray  was  seen  as  weak  and  dependent  whereas  I 
appeared  to  be  strong  and  aggressive.  No  one  knew,  in- 
cluding myself,  what  had  happened  to  the  two  of  us. 

As  part  of  the  initial  hospital  assessment,  Ray  and  I  were 
asked  to  see  a  marriage  therapist.  The  therapist  felt  that  even 
if  there  was  an  organic  component  to  Ray's  illness,  it  was 
in  Ray's  interest  to  be  passive.  Misreading  all  the  subtle, 
yet  present  signs,  he  saw  Ray  as  strong  and  controlling.  He 
told  us  that  Ray  knew  that  if  he  didn't  function,  I  would. 
I  believed  that.  I  was  vulnerable,  misunderstanding  the  dy- 
namics of  what  was  happening.  Frightened  and  angry  by 
my  inability  to  understand  and  control  what  was  happening, 
I  was  responsive  to  anyone  who  attempted  to  help.  An  early 
diagnosis,  although  difficult  to  handle,  certainly  would  have 
avoided  the  unnecessary  pain  of  attacking  our  relationship 
—  our  greatest  strength. 

Families  of  cognitively  impaired  patients  need  a  kind  of 
support  that  is,  for  the  most  part,  not  available  to  us.  They 
suffer  in  a  way  that  those  touched  by  other  terminal  diseases 
do  not.  They  are  alone,  unable  to  prepare  with  their  loved 
one  for  the  end.  Rather,  they  experience  what  Alzheimer's 
families  come  to  understand  as  "the  long  goodbye"  —  a 
disease  that  takes  the  self  before  the  body  —  a  disease  that 
robs  one  of  dignity  and  humanity  long  before  the  outer  shell 
no  longer  functions. 

Family  members  are  often  at  a  loss.  We  are  frightened, 
and  often  feel  abandoned  by  family  and  friends.  Because 
of  our  inability  to  reach  the  person  we  are  losing  and  to 
make  a  significant  difference  in  his  life,  we  experience  a 
profound  sense  of  loss  of  control. 

From  the  family  members  I  have  met  who  endure  this 
living  funeral.  1  have  learned  that  they  come  to  understand 
and  accept  the  reality  of  this  disease.  But  they  also  need 
support  —  even  if  there  are  no  answers,  and  no  effective 
treatment. 

Near  the  end  of  Ray's  hospitalization  at  Duke,  one  of  his 
physicians  called  me  aside  one  afternoon.  We  walked  to  an 
empty,  private  area  where  he  asked  me  to  sit  down.  With 
just  a  few  minutes  of  his  time,  he  offered  some  advice  and 
concern  which  made  me  feel  he  could  reach  beyond  the 
confines  of  his  medical  expertise.  The  caring  perspective 
that  he  provided  that  afternoon  gave  me  additional  strength 
to  cope  with  the  uncertain,  yet  devastating,  future  we  were 
to  face. 

I  am  convinced  that  the  real  caring  for  the  patients  comes 
from  involvement  with  the  family.  Helping  the  family  iden- 
tify and  maintain  its  own  strength  most  assuredly  results  in 
better  care  for  the  patient.  Working  with  victims  and  families 
of  cognitively  impaired  and  terminally  ill  patients  takes  time 
from  the  physician.  Much  of  that  time  is  needed  to  offer 
support,  provide  a  sense  of  caring,  understanding,  openness 
and  honesty. 

Families  have  the  right  to  information,  guidance,  and 
compassion  from  physicians.  We  think  physicians  have  that 
special  ability  and  knowledge.  Physicians  who  do  not  have 
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the  time  to  provide  for  families  in  this  way  would  do  well 
to  refer  patients  to  those  who  do. 

Today  there  are  an  estimated  two  and  a  half  million  vic- 
tims of  Alzheimer's  disease  and  related  disorders  in  this 
country.  When  their  family  members  are  included  as  ines- 
capable victims,  the  number  swells  to  15  million.  As  we 
enter  the  twenty-first  century  with  promises  of  increased 
longevity,  it  is  incumbent  upon  the  medical  community  to 
learn  how  to  care  for  cognitively  impaired  patients  as  well 


as  their  families. 

With  new  technological  advances  and  increased  physician 
awareness,  early  and  more  accurate  diagnosis  may  be  a 
future  reality.  We  hope  medical  treatments  and  cures  will 
be  forthcoming,  but  in  the  meantime,  families  must  learn 
to  cope  with  the  devastation  that  dementia  creates.  Ulti- 
mately, we  depend  upon  a  knowledgeable,  compassionate, 
and  supportive  medical  community  to  respond  to  these  needs. 
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Wake  Medical  Center 

3000  New  Bern  Avenue 
Raleigh,  North  Carolina  27610 


Wake  Medical  Center 
announces  the  opening 
of  a  satellite  of  The  University 
of  North  Carolina's  In  Vitro 
Fertilization  Program. 

The  clinic,  on  Wake  Medical 
Center's  main  campus  in 
Raleigh,  will  make  it  easier  for 
patients  residing  in  eastern 
North  Carolina  counties  to 
participate  in  UNC's  program. 

For  more  information,  call 

(919)755-8710. 
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needs.  Thus  Zovirax  Capsules  are  not  appropri- 
ate in  treating  all  genital  herpes  infections.  The 
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First  Episodes  (primairy  and  nonprimary  infec- 
tions —  commonly  known  as  initial  genital 
herpes): 

Double-blind,  placebo-controlled  studies  have 
demonstrated  that  orally  administered  Zovirax 
significantly  reduced  the  duration  of  acute  infec- 
tion (detection  of  virus  in  lesions  by  tissue  cul- 
ture) and  lesion  healing.  The  duration  of  pain 
and  new  lesion  formation  was  decreased  in 
some  patient  groups.  The  promptness  of 
initiation  of  therapy  and/or  the  patient's  prior 
exposure  to  Herpes  simplex  virus  may  influence 
the  degree  of  benefit  from  therapy  Patients  with 
mild  disease  may  derive  less  benefit  than  those 
with  more  severe  episodes.  In  patients  with  ex- 
tremely severe  episodes,  in  which  prostration, 
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Recurrent  Episodes: 

Double-blind,  placebo-controlled  studies  in 
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reduced  the  frequency  and/or  severity  of  recur- 
rences in  greater  than  95%  of  patients.  Clinical 
recurrences  were  prevented  in  40  to  75%  of  pa- 
tients. Some  patients  experienced  increased 
severity  of  the  first  episode  following  cessation 
of  therapy;  the  severity  of  subsequent  episodes 
and  the  effect  on  the  natural  history  of  the 
disease  are  still  under  study. 

The  safety  and  efficacy  of  orally  administered 
acyclovir  in  the  suppression  of  frequent  episodes 
of  genital  herpes  have  been  established  only  for 
up  to  6  months.  Chronic  suppressive  therapy  is 
most  appropriate  when,  in  the  judgement  of  the 
physician,  the  benefits  of  such  a  regimen  out- 
weigh known  or  potential  adverse  effects.  In 
general,  Zovirax  Capsules  should  not  be  used  for 
the  suppression  of  recurrent  disease  in  mildly 
affected  patients.  Unanswered  questions  con- 
cerning the  human  relevance  of^m  vitro  muta- 
genicity studies  and  reproductive  toxicity 
studies  in  animals  given  very  hi^h  doses  of  acy- 
clovir for  short  periods  (see  Carcinogenesis, 
Mutagenesis,  Impairment  of  Fertility)  should  be 
borne  in  mind  when  designing  long-term  man- 
agement for  individual  patients.  Discussion  of 
these  issues  with  patients  will  provide  them  the 
opportunity  to  weigh  the  potential  for  toxicity 
against  the  severity  of  their  disease.  Thus,  this 
regimen  should  be  considered  only  for  appropri- 
ate patients  and  only  for  six  months  untifthe 
results  of  ongoing  studies  allow  a  more  precise 
evaluation  of  the  benefit/risk  assessment  of 
prolonged  therapy 

Limited  studies  have  shown  that  there  are  cer- 
tain patients  for  whom  intermittent  short-term 
treatment  of  recurrent  episodes  is  effective.  This 


approach  may  be  more  appropriate  than  a  sup- 
pressive regimen  in  patients  with  infrequent 
recurrences. 

Immunocompromised  patients  with  recurrent 
herpes  infections  can  be  treated  with  either 
intermittent  or  chronic  suppressive  therapy. 
Clinically  significant  resistance,  although  rare, 
is  more  likely  to  be  seen  with  prolonged  or  re- 
peated therapy  in  severely  immunocompromised 
patients  with  active  lesions. 
CONTRAINDICATIONS:  Zovirax  Capsules 
are  contraindicated  for  patients  who  develop 
hypersensitivity  or  intolerance  to  the  compo- 
nents of  the  formulation. 

WARNINGS:  Zovirax  Capsules  are  intended  for 
oral  ingestion  only 

PRECAUTIONS:  General:  Zovirax  has  caused 
decreased  spermatogenesis  at  high  doses  in  some 
animals  and  mutagenesis  in  some  acute  studies 
at  high  concentrations  of  drug  (see  PRECAU- 
TIONS —  Carcinogenesis,  Mutagenesis, 
Impairment  of  Fertility).  The  recommended  dos- 
age amd  length  of  treatment  should  not  be  ex- 
ceeded (see  DOSAGE  AND  ADMINISTRA'nON). 

Exposure  of  Herpes  simplex  isolates  to  acy- 
clovir in  vitro  can  lead  to  tne  emergence  of  less 
sensitive  viruses.  The  possibility  of  the  appear- 
ance of  less  sensitive  viruses  in  man  must  oe 
borne  in  mind  when  treating  patients.  The  rela- 
tionship between  the  in  vitro  sensitivity  of 
Herpes  simplex  virus  to  acyclovir  and  clinical 
response  to  therapy  has  yet  to  be  established. 

Because  of  the  possibility  that  less  sensitive 
virus  may  be  selected  in  patients  who  are  receiv- 
ing acyclovir,  all  patients  should  be  advised  to 
take  particular  care  to  avoid  potential  transmis- 
sion of  virus  if  active  lesions  are  present  while 
they  are  on  therapy.  In  severely  immunocompro- 
mised patients,  the  physician  should  be  aware 
that  prolonged  or  repeated  courses  of  acyclovir 
may  result  in  selection  of  resistant  viruses 
which  may  not  fully  respond  to  continued  acy- 
clovir therapy. 

Drug  Interactions:  Co-administration  of  pro- 
benecid with  intravenous  acyclovir  has  been 
shown  to  increase  the  mean  half-life  and  the 
area  under  the  concentration-time  curve. 
Urinary  excretion  and  renal  clearance  were 
correspondingly  reduced. 
Carcinogenesis,  Mutagenesis,  Impairment 
of  Fertihty:  Acyclovir  was  tested  in  lifetime 
bioassays  in  rats  and  mice  at  single  daily  doses 
of  50,  150  and  450  mg/kg  given  bygavage.  There 
was  no  statistically  significant  difference  in  the 
incidence  of  tumors  between  treated  and  control 
animals,  nor  did  acyclovir  shorten  the  latency  of 
tumors.  In  2  in  vitro  cell  transformation  assays, 
used  to  provide  preliminary  assessment  of  poten- 
tial oncogenicity  in  advance  of  these  more  defini- 
tive life-time  bioassays  in  rodents,  conflicting 
results  were  obtained.  Acyclovir  was  positive 
at  the  highest  dose  used  in  one  system  and  the 
resulting  morphologically  transformed  cells 
formed  tumors  when  moculated  into  immuno- 
suppressed,  syngeneic,  weanling  mice.  Acyclovir 
was  negative  in  another  transformation  system 
considered  less  sensitive. 

In  acute  studies,  there  was  an  increase,  not 
statistically  significant,  in  the  incidence  of 
chromosomal  damage  at  maximum  tolerated 
peirenteral  doses  of  100  mg/kg  acyclovir  in  rats 
but  not  Chinese  hamsters;  higher  doses  of  500 
and  1000  mg/kg  were  clastogenic  in  Chinese 
hamsters.  In  addition,  no  activity  was  found 
after  5  days  dosing  in  a  dominant  lethal  study  in 
mice.  In  6  of  11  microbial  and  mammalian  cell 
assays,  no  evidence  of  mutagenicity  was  ob- 
served. At  3  loci  in  a  Chinese  hamster  ovary  cell 
line,  the  results  were  inconclusive.  In  2  mam- 
malian cell  assays  (human  lymphocytes  and 
L5178Y  mouse  lymphoma  cells  in  vitro),  positive 
responses  for  mutagenicity  and  chromosomal 
damage  occurred,  but  only  at  concentrations  at 
least  400  times  the  acyclovir  plasma  levels 
achieved  in  man. 

Acyclovir  has  not  been  shown  to  impair  fertil- 
ity or  reproduction  in  mice  (450  mg/kg/day,  p.o. ) 
or  in  rats  (25  mg/kg/day,  s.c).  At  50  mg/kg/day 
s.c.  in  the  rat,  there  was  a  statistically  sig- 
nificant increase  in  post- implantation  loss,  but 
no  concomitant  decrease  in  litter  size.  In  female 
rabbits  treated  subcutaneously  with  acyclovir 
subsequent  to  mating,  there  was  a  statistically 
significant  decresise  in  implantation  efficiency 
but  no  concomitant  decrease  in  litter  size  at  a 
dose  of  50  mg/kg/day  No  effect  upon  implanta- 
tion efficiency  was  observed  when  the  same  dose 
was  administered  intravenously.  In  a  rat  peri- 
and  postnatal  study  at  50  mg/kg/day  s.c,  there 
was  a  statistically  significant  decrease  in  the 
group  mean  numbers  of  corpora  lutea,  total 
implantation  sites  and  live  fetuses  in  the  Fi 
generation.  Although  not  statistically  signifi- 


cant, there  was  also  a  dose  related  decrease  in 
group  mean  numbers  of  live  fetuses  and  implan- 
tation sites  at  12,5  mg/kg/day  and  25  mg/kg/day. 
S.C-  The  intravenous  administration  of 
100  mg/kg/day,  a  dose  known  to  cause  obstruc- 
tive nephropathy  in  rabbits,  caused  a  significant 
increase  in  fetal  resorptions  and  a  corresjwnding 
decrease  in  litter  size.  However,  at  a  maximum 
tolerated  intravenous  dose  of  50  mg/kg/day  in 
rabbits,  there  were  no  drug-related  reproductive 
effects. 

Intraperitoneal  doses  of  320  or  80  mg/kg/day 
acyclovir  given  to  rats  for  1  and  6  months,  re- 
spectively caused  testicular  atrophy  Testicular 
atrophy  was  persistent  through  the  4-week  post- 
dose  recovery  phase  after  320  mg/kg/day;  some 
evidence  of  recovery  of  sperm  production  was 
evident  30  dayspostdose.  Intravenous  doses  of 
100  and  200  mg/kg/day  acyclovir  given  to  dogs 
for  31  days  caused  aspermatogenesis,  Tfesticles 
were  normal  in  dogs  given  50  mg/kg/day,  i,v  for 
one  month, 

Pregnancpr:  Teratogenic  Effects:  Pregnancy 
Category  C. Acyclovir  was  not  teratogenic  in  the 
mouse  (450  mg/kg/day,  po.).  rat  (50  mg/kg/day 
s.c.)  or  rabbit  (50  mg/kg/day,  s.c.  and  iv ),  There 
are  no  adequate  and  well-controlled  studies  in 
pregnant  women.  Acyclovir  should  not  be  used 
during  pregnancy  unless  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus.  Although 
acyclovir  was  not  teratogenic  in  animal  studies,, 
the  drug's  potential  for  causing  chromosome 
breaks  at  high  concentration  should  be  taken 
into  consideration  in  making  this  determination. 
Nursing  Mothers:  It  is  not  known  whether  this 
drug  is  excreted  in  human  milk.  Because  many 
drugs  are  excreted  in  human  milk,  caution 
should  be  exercised  when  Zovirax  is  adminis- 
tered to  a  nursing  woman.  In  nursing  mothers, 
consideration  should  be  given  to  not  using  acy- 
clovir treatment  or  discontinuing  breastfeeding. 
Pediatric  Use:  Safety  and  effectiveness  in 
children  have  not  been  established, 
ADVERSE  REACTIONS  —  Short-Ibrm 
Administration:  The  most  frequent  adverse 
reactions  reported  during  clinical  trials  were 
nausea  and/or  vomiting  in  8  of  298  patient  treat- 
ments (2.7%)  and  headache  in  2  of  298  (0.6%). 
Less  frequent  adverse  reactions,  each  of  which 
occurred  in  1  of  298  patient  treatments  (0.3%), 
included  diarrhea,  mzziness,  anorexia,  fatigue, 
edema,  skin  rash,  leg  pain,  inguinal  adenopathy, 
medication  taste  and  sore  throat. 
Long-Ibrm  Administration:  The  most  frequent 
adverse  reactions  reported  in  studies  of  daily 
therapy  for  3  to  6  months  were  headache  in  33  of 
251  patients  (13.1%).  diarrhea  in  22  of  251 
(8.8%).  nausea  and/or  vomiting  in  20  of  251 
(8-0%),  vertigo  in  9of  251  (3.6%).  and  arthralgia 
in  9  of  251  (3,6%),  Less  frequent  adverse  reac- 
tions, each  of  which  occurred  in  less  than  3%  of 
the  251  patients  (see  number  of  patients  in 
parentheses),  included  skin  rash  (7),  insomnia 
(4).  fatigue  (7).  fever  (4).  palpitations  (1).  sore 
throat  (2).  superficial  thrombophlebitis  (1 ), 
muscle  cramps  (2).  pars  planitis  ( 1 ),  menstrual 
abnormality  (4),  acne  (3).  lymphadenopathy  (2), 
irritability  (1).  accelerated  hair  loss  (1),  and 
depression  (1). 

DOSAGE  AND  ADMmiSTRATION:  Treat- 
ment of  initial  genital  herpes:  One  200  mg  cap- 
sule every  4  hours,  while  awake,  for  a  total  of 
5  capsules  daily  for  10  days  (total  50  capsules). 

Chronic  suppressive  therapy  for  recur- 
rent disease:  One  200  mg  capsule  3  times  daily 
for  up  to  6  months.  Some  patients  may  require 
more  drug,  up  to  one  200  mg  capsule  5  times 
daily  for  up  to  6  months. 

Intermittent  Therapy:  One  200  mg  capsule 
every  4  hours,  while  awake,  for  a  total  of  5 
capsules  daily  for  5  days  (total  25  capsules). 
Therapy  should  be  initiated  at  the  earliest  sign 
or  symptom  (prodrome)  of  recurrence. 

Patients  With  Acute  or  Chronic  Renal  Im- 
pairment: One  200  mg  capsule  every  12  hours  is 
recommended  for  patients  with  creatinine  clear- 
ance ^10  mlymin/1.73/m2. 

HOW  SUPPUED:  Zovirax  Capsules  (blue. 
opaque)  containing  200  mg  acyclovir  and  printed 
with  "Wellcome  ZOVIRAX  200"-  Bottles  of  100 
(NDC-0081-0991-55)  and  unit  dose  pack  of  100 
(NDC-0081-0991-56). 

Store  at  15°-30°C  (59''-86T)  and  protect  from 
light. 

'In  controlled  studies,  recurrences  were  totally 
prevented  for  4  to  6  months  in  up  to  75%  of  patients. 

'Jifb      I  Burroughs  Wellcome  Co. 

^  r^n        Research  Triangle  Park 
WWIeaiin  I  North  Carolina  27709 
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Each  capsule  contains  5  mg  chlordiazepoxide  HCI  and  2.5  mg 
clidinium  bromide 

Please  consult  complete  prescribing  information,  a  summary  of  which 
follows: 


Indications:  Based  on  a  review  of  this  drug  by  the  National  Acad- 
emy of  Sciences— National  Research  Council  and/or  other  informa- 
tion, FDA  has  classified  the  indications  as  follows: 
"Possibly"  effective:  as  ad|unctive  therapy  in  the  treatment  of  peptic 
ulcer  and  in  the  treatment  of  the  irritable  bowel  syndrome  (irntable 
colon,  spastic  colon,  mucous  colitis)  and  acute  enterocolitis. 
Final  classification  of  the  less-than-effecrive  indications  requires  fur- 
ther investigation. 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign  bladder 
neck  obsrruaion;  hypersensitivity  to  chloraiazepoxide  HCT  and/or 
clidinium  Br. 

Warnings:  Caution  patients  about  possible  combined  effects  with  alco- 
hol and  other  CNS  depressants,  and  against  hazardous  occupations 
requiring  complete  mental  alertness  (fg.,  operating  machinery,  driving). 
Physical  and  psychological  dependence  rarely  reported  on  recommended 
doses,  but  use  caution  in  administering  Librium*  (chlordiazepoxide  HCl/ 
Roche)  to  known  addiction-prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms  (including  convulsions)  reported 
following  discontinuation  of  the  drug. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first 
trimester  should  almost  always  be  avoided  because  ofincreased 
risk  of  congenital  malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when  instituting  therapy. 
Advise  patients  to  discuss  tnerapy  if  they  intend  to  or  do 
become  pregnant. 
As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 
Precautions:  in  elderly  and  debilitated,  limit  dosage  to  smallest  effective 
amount  to  preclude  ataxia,  oversedation,  confusion  (no  more  than 
2  capsules/day  initially;  increase  gradually  as  needed  and  tolerated). 
Though  generally  not  recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carehilly  consider  pharmacology  of 
agents,  particularly  potentiating  drugs  such  as  mAo  inhibitors,  pheno- 
thiazines.  Observe  usual  precautions  in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions  reported  in  psychiatric  patients. 
Employ  usual  precautions  in  treating  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood  coagulation  reported  very 
rarely  in  patients  receiving  the  drug  and  oral  anticoagulants;  causal  rela- 
tionship not  established. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  with 
either  compound  alone  reported  with  Librax.  When  chlordiazepoxide  HCl 
is  used  alone,  drowsiness,  ataxia,  confusion  may  occur,  especially 
in  elderly  and  debilitated;  avoidable  in  most  cases  by  proper  dosage 
adjustment,  but  also  occasionally  observed  at  lower  dosage  ranges.  Syn- 
cope reported  in  a  few  instances.  Also  encountered:  isolated  instances  of 
skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea  and  con- 
stipation, extrapyramidal  symptoms,  increased  and  decreased  libido — 
all  infrequent,  generally  controlled  with  dosage  reduction;  changes  in 
EEC  patterns  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice,  hepatic  dysfunction  reported 
occasionally  with  chlordiazepoxide  HCl.  making  periodic  blood  counts 
and  liver  function  tests  advisable  during  protracted  therapy.  Adverse 
effects  reported  with  Librax  typical  of  anticholinergic  agents,  i.e.,  dry- 
ness of  mouth,  blurring  of  vision,  urinary  hesitancy,  constipation.  Con- 
stipation has  occurred  most  often  when  Librax  therapy  is  combined 
with  other  spasmolytics  and/or  low  residue  diets. 

'  Dnruc  \  f^o^he  Products  Inc. 
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FLARE-UP 


SPASM  AND  PAIN  CAN  SIGNAL 
FUNCTIONAL  GI  DISORDERS '■ 

Patients  experiencing  symptoms  of  irritable 
bowel  syndrome*  or  duodenal  ulcer*  can 
often  have  emotional  stress  operating  in  the  / 

background.  When  you  prescribe  Librax  for       /  / 
these  patients,  they  receive  treatment  for  both    I  / 
the  emotional  and  the  somatic  elements  to  help  l/l 
relieve  the  anxiety/pain  cycle.  ' 

Librax  provides  the  well-known  antianx- 
iety action  of  Librium®  (chlordiazepoxide  HCl/  ^ 
Roche),  a  benzodiazepine  with  an  established 
record  of  safety  after  use  in  thousands  of 
patients  worldwide.  Also  included  are  the 
proven  antispasmodic  and  antisecretory 
actions  of  Quarzan®  (clidinium  bromide/ 
Roche),  the  component  which  helps  to  reduce 
colonic  spasm  and  hypersecretion  and  helps 
also  to  alleviate  the  pain  they  cause.     ^^^^^^_ 

LIBRAX:  FOR  THE  DUAL  PROBLEMS 
OF  FUNCTIONAL  GI  DISORDERS. 


*  Librax  has  been  evaluated  as  possibly  effective  as  adjunctive  therapy 
in  the  treatmcfit  of  duodenal  ulcer  and  the  irritable  bowel  syndrome. 

Copyright  ©  1983  by  Roche  Products  Inc.  All  rights  reserved. 

Please  see  reverse  side  for  complete  product  information. 


SPECIFY  ADJUNCTIVE 

Each  capsule  contains  5  mg  chlordiazepoxide  HCl  and 
2.5  mg  clidinium  bromide. 


ANTIANXIETY 

ANTISECRETORY 

ANTISPASMODIC 


Physicians  Always  Are 
Referring  To  Our  Reputation. 


Physicians  refer  to  Saint 
Albans  because  of  our  excel- 
lent reputation  as  Virginia's 
only  fijll- service,  private,  not- 
for-profit  psychiatric  hospital. 

Since  1916,  that  reputation 
has  been  built  on  compre- 
hensive care.  We  have  fljUy 
accredited  treatment  programs 
for  adults,  adolescents  and 
substance  abusers.  Specialized 
programs  for  senior  adults, 
the  treatment  of  eating  dis- 
orders, phobias  and  pain 
management  also  are  offered. 

Today,  the  cost  of  such  care 
is  on  the  conscience  of 
patients  and  physicians.  We 
keep  that  in  mind,  too,  and  are  proud  that  Saint  Albans  has  the  lowest  current  average 
patient  daily  charge  of  any  private  psychiatric  hospital  in  Virginia. 

When  you  refer  patients  to  Saint  Albans,  you  can  rely  on  our  reputation  for  the 
best  possible  care  at  the  lowest  possible  cost.  That's  why  physicians  have  been  refer- 
ring to  us  with  confidence  for  70  years.  Call  today  toll-free  1  -800-368-3468,  for  a 
free  brochure  on  Saint  Albans  Psychiatric  Hospital  or  write  to  "Reputation,"  P.O. 
Box  3608,  Radford,  VA  24143. 
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SointAlbons 
l^hiatricHospitQl 

Private,  Not-For -Profit,  Full-Service 
Psychiatric  Care 

Radford,  Virginia 
1-800-368-3468 

Active  Medical  Staff: 

D.  Wilfred  Abse,  M.D.  Basil  E.  Roebuck,  M.D. 

lames  K.  Barnes.  M.D.  0,  LeRoyce  Royal,  M.D. 

Hal  C.  Gillespie,  M.D.  Morgan  E.  Scon.  M.D. 

G.  Paul  Hlusko,  M.D.  Don  L.  Weston,  M.D. 
Ronald  L.  Myers,  M.D. 


Paperless.  Painless. 
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Processing  stacks  of  insurance  claims  is 
time-consuming,  tedious  and  costly.  Errors 
can  cause  claim  rejections,  handling 
delays  and  slow  reimbursement.  □  Now, 
there's  on  easy,  inexpensive  way  to  control 
your  processing  paperwork.  With 
PC* CLAIM'",  the  paperless  program  that 
electronically  sends  your  claims  to  Medi- 
care and  other  participating  insurance 
companies.  For  only  $89.95,  you  get  the 
PC*CLAIM  program,  toll-free  start-up 
support,  and  an  unconditional,  30-day 
money-bock  guarantee.  D  PPM  offers 
a  choice  of  six  different  office  manage- 
ment systems  from  PC*CLAIM  at  $89.95 
to  Multi-User  THRESHOLD®  at  $4990.00. 


All  PPM  products  run  on  any  IBM®-PC™ 
or  XT™,  AT™  or  PC-compatible.  They're 
easy  to  operate  because  they  use  simple 
data  entry  methods.  They're  accurate 
because  thev  use  accepted  insurance 
company  codes.  And  they're  cost-efficient 
because  you  get  faster  claims  settlement 
and  reimbursement.  You  con  start  off  with 
the  basics  of  PC*CLAIM  and  expand 
upwards  without  losing  the  work  you've 
already  invested.  D  Take  the  paper  and 
the  pain  out  of  filing  insurance  claims 
with  PC*CLAIM  or  any  of  the  office 
management  systems  from  Physicians 
Practice  Management,  Inc.  Specialists  in 
automation  for  the  medical  profession. 


SThe  CLAIM'NET  nationwide  clearinghouse  is  approved  for  live  electronic  claims  submission  to  Medicare  and  other  M|H] 
insurance  companies  in  the  following  stoles;  AL  AK,  A2,  CA.  CO,  DE,  FL,  GA,  HI,  ID  IL  IN  lA  KY  LA  ME  MD  ^gfa 
MA,  Ml,  MN,  MS,  MO,  Ny  NH,  NJ,  NM,  NY,  NC,  ND,  OH,  OK,  OR,  PA,  SC,  TN,  TX,  VX  VA,  WA,  DC,  Wl,  WV,  WY  ^^" 

For  a  product  demonstration,  stop  by  the  PPM  booth  [#15] 
at  the  North  Carolina  Medical  Society  meeting. 
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An  Unusual  Presentation  of 
Pseudomembranous  Colitis 


Russell  D.  Yang,  Ph.D.,  M.D. 
Virginia  Byers  Kraus,  M.D. 


and 


Pseudomembranous  colitis  (PMC)  is  a  distinct  clinical  entity 
first  described  in  the  late  19th  century.'  Over  recent  years, 
PMC  has  become  a  serious  complication  of  antibiotic  use. 
We  report  an  unusual  case  of  PMC  manifested  by  perirectal 
pain,  diarrhea  and  a  high  peripheral  white  blood  cell  count. 

The  patient,  a  49-year-old  woman,  was  hospitalized  at 
the  Duke  University  Medical  Center  with  fever,  abdominal 
pain  and  volume  depletion.  She  had  enjoyed  good  health 
except  for  chronic  constipation  requiring  regular  treatment 
with  Docusate  Sodium  (Colace)  and  Senokot  tablets  until 
developing  painful  hemorrhoids.  She  had  undergone  a  rou- 
tine hemorrhoidectomy  without  administration  of  periop- 
erative antibiotics.  The  patient  had  tolerated  the  procedure 
well  except  for  a  postoperative  Escherichia  coli  urinary  tract 
infection.  Under  treatment  with  Sulfamethoxazole-Trimeth- 
oprim (one  tablet,  double  strength,  twice  a  day),  she  had 
been  discharged  from  the  hospital.  Over  the  next  three  days, 
she  had  developed  perirectal  pain  on  defecation,  severe  wa- 
tery diarrhea,  and  abdominal  distention. 

Upon  presentation  to  the  emergency  room,  she  appeared 
acutely  ill  with  fever,  orthostasis.  and  a  white  count  of 
19,600  with  a  left  shift.  Granulocytes  contained  numerous 
toxic  granules  on  examination  of  the  peripheral  smear.  Flat 
plate  and  upright  abdommal  roentgenograms  revealed  edem- 
atous folds  of  bowel  with  "thumb-printing"  features  (see 
figure  1 1  and  the  ab.sence  of  free  air.  The  urinalysis  was 
unremarkable. 

Admission  physical  examination  was  significant  for  a 
markedly  distended  and  diffusely  tender  abdomen  with  ac- 
tive bowel  sounds.  The  rectal  examination  revealed  an  ex- 
quisitely tender  rectum  with  external  hemorrhoids  and  mul- 
tiple sutures  from  her  recent  surgery.  There  was  no  perirectal 
abscess  and  the  rectal  vault  contained  hard  stool  which  was 
guaiac  negative. 

The  fecal  impaction  was  relieved  with  enemas.  Intrave- 
nous Gentamicin  was  initiated  to  complete  a  full  seven-day 
course  of  therapy  for  her  documented  urinary  tract  infection. 

From  the  Department  of  Internal  Medicine.  Box  321 1 .  Duke  Uni- 
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Sulfamethoxazole-Trimethoprim  was  discontinued.  On  the 
second  day  of  admission  and  five  days  following  her  initial 
dose  of  Sulfamethoxazole-Trimethoprim,  the  white  blood 
cell  count  had  climbed  to  49.500/mm'.  Blood  and  urine 
cultures  were  negative;  sputum  cultures  grew  normal  flora. 
The  diagnosis  of  an  intra-abdominal  abscess  was  enter- 
tained, but  a  subsequent  abdominal  computerized  tomogram 
demonstrated  only  gross,  irregular  thickening  of  the  colonic 
wall  consistent  with  diffuse  colitis  (figure  2.  facing  page). 
Oral  Vancomycin  therapy  was  started.  Stool  samples  were 
positive  for  Clostridia  difficile  toxin  at  a  1:16  dilution.  An 
irregular  mucosa  was  felt  upon  rectal  examination.  Proc- 


Figure  1  "Thumb  printing"  seen  on  flat  plate  of  Ifie  abdomen 


Figure  2  Bowe!  wall  edema 


toscopy  was  performed  with  a  colonoscope  to  10  cm  which 
revealed  a  diffusely  erythematous  mucosa  with  raised  yel- 
low plaques  which  could  easily  be  detached  from  the  mucosa 
by  biopsy  forceps  (see  figure  3).  These  plaques  were  pa- 
thognomonic of  PMC. 

Following  three  days  of  Vancomycin  therapy,  the  white 
blood  cell  count  had  decreased  to  8,700/mm\  Within  five 
days,  the  abdominal  distention  and  diarrhea  had  resolved. 
A  total  of  14  days  of  oral  Vancomycin  (250  mg  q  6  hours) 
was  administered.  The  patient  was  discharged  from  the  hos- 
pital in  good  condition  19  days  following  admission. 


Discussion 

We  present  this  case  of  antibiotic-associated  pseudomem- 
branous colitis  because  it  has  both  classic  roentgenographic 
features  (figures  1  and  2)  and  endoscopic  features  (figure 
3),  as  well  as  atypical  findings  of  constipation  and  a  leu- 
kemoid  reaction. 


Figure  3    Endoscopic  photograph  of  pseudomembranes 
Yellow  spots  are  plaques  (white  spots  are  light  reflections) 


PMC  is  a  dreaded  complication  of  antibiotic  administra- 
tion.' It  has  been  reported  following  administration  of  vir- 
tually every  antibiotic.  Ampicillin,  Clindamycin,  and  the 
Cephalosporins  are  the  most  frequent  offenders.  PMC  as- 
sociated with  Sulfamethoxazole-Trimethoprim  is  well  doc- 
umented and  occurs  commonly,  although  less  frequently.- 
In  this  particular  case,  PMC  occurred  after  only  three  days 
of  oral  Sulfamethoxazole-Trimethoprim  therapy.  Indeed, 
Bartlett  reports  a  severe  episode  of  PMC  after  only  one  dose 
of  this  antibiotic'  PMC  tends  to  occur  more  frequently  with 
oral  administration  of  the  antibiotic  and  is  unrelated  to  dose 
or  duration  of  treatment.'  In  addition,  even  if  a  patient 
tolerates  an  antibiotic  initially,  it  is  possible  for  PMC  to 
develop  with  subsequent  administration. 

The  occurrence  of  a  significant  leukemoid  reaction  to  a 
white  blood  count  of  49.500/mm'  in  response  to  PMC  is 
unusual.  Leukocytosis  in  PMC  is  variable,  but  usually  av- 
erages 15,000/mm'.'  The  highest  previously  reported  white 
blood  cell  count  is  45,000/mm".'  This  finding  reflects  the 
clinical  diversity  of  patients  with  PMC  and  emphasizes  the 
need  to  consider  such  a  diagnosis  in  the  appropriate  clinical 
setting. 

Our  case  demonstrates  the  classic  roentgenographic  and 
proctoscopic  findings  of  PMC.  Proctoscopy  is  the  initial 
diagnostic  study  of  choice  in  PMC.  Nevertheless,  exami- 
nation of  plain-films  of  the  abdomen  can  be  quite  helpful.''"^ 
Roentgenograms  usually  reveal  gaseous  distention  of  the 
colon  and  thickened,  edematous  folds  of  bowel  wall  with 
"thumb-printing"  which  are  universal  in  distribution.'  Small 
bowel  involvement  has  also  been  reported.^ 

These  roentgenographic  findings  are  not  pathognomonic 
of  PMC.  and  the  acute  stages  of  inflammatory  bowel  disease 
(especially  the  "toxic  megacolon"  associated  with  ulcera- 
tive colitis),  ischemia  and  infarction  of  the  bowel,  and  other 
non-specific  forms  of  colitis'  should  also  be  considered. 
Ulcerative  colitis-associated  "toxic  megacolon"  can  be  dis- 
tinguished roentgenographically  from  PMC  by  its  thin  co- 
lonic walls.  Bowel  ischemia,  like  PMC,  can  be  manifested 
by  "thumb-printing,"  but  its  distribution  is  segmental  and 
may  involve  the  small  bowel  more  extensively  than  would 
PMC.  Bowel  infarction  differs  from  PMC  in  presenting  as 
a  generahzed  ileus.' 

The  mainstay  of  therapy  for  antibiotic-associated  PMC  is 
withdrawal  of  the  offending  agent.  For  specific  therapy, 
administration  of  oral  Vancomycin  has  been  used  most  ex- 
tensively.''•'  However,  the  optimal  dosage  has  not  been 
established.  It  ranges  from  125  to  500  mg  four  times  a  day.'' 
Metronidazole,  Bacitracin,  and  Cholestyramine'  *^  are  also 
effective,  although  relapse  rates  tend  to  be  higher  with  these 
medications. 

A  major  disadvantage  of  treatment  with  Vancomycin  is 
its  high  cost  —  more  than  $80  per  day.  We  were  able  to 
minimize  the  expense  of  administering  Vancomycin  by  sav- 
ing the  unused  portion  of  each  500  mg  vial  for  subsequent 
doses  instead  of  discarding  the  excess.  ■ 


II 
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The  Generator  That  Makes  Other  Generators  Obsolete! 

The  New  Bennett  80  Programmable 

>1UrO-TECH 

Advanced  technc  ikigy  ha.s  enabled  B <^  B  X  Ray, 
Inc.  to  i)ffer  you  the  Bennett  HO  Programmable 
Auto  Tech,  a  generator  that  olfens  you  accuracy. 
couiviiicHtv,  and  cfjick'ncy.  With  Auto-Tech  you 
never  have  x.o  mea.sure  anatomical  parts  or  equate 
factons  from  technique  chart.s.  The  Bennett  Auto 
Tech  ha.s  80  pre  programmed  technique  selec 
tion.s  for  which  anatomical  parts  are  automatically 
measured  by  .sonar  and  converted  into  optimum 
kVp  and  mAs  using  the  shortest  exposure  time 
and  highest  niA  possible.  This  technique  saves 
you  time  and  money  by  producing  consistently 

optimum  qualify  radiographs  and  eliminating  co.stly  repeated  exposures 
performance  of  the  Auto  Tech  that  it  has  a  seivii  yuar  warrant}:' 

And.  as  with  all  Bennett  equipment,  it  is  built  with  a  modular  concept  in  tnind.  It  allows  you  to  design  a 
radiographic  .system  for  \'our  present  and  future  needs  by  selecting  the  basic  system  and  adding  optional 
accessories.  Also,  the  Auto-Tech  can  be  reprogrammed  to  suit  your  film/screen  combinations  and  >'our  specific 
needs.  Now  yoti  know  why  the  New  80-Programmable  Auto-Tech  is  making  other  generators  obsolete. 


In  fact,  we're  .so  confident  in  the 


B&BXRAY 


working  for  the  end  result — optimum  quality  radiographs 
P.O.  Box  802  Matthews,  NC  28105 


In  NCCall  1-800-222-9262 
In  SC  Call  Collect  704-847-8521 
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Now  America's 
oldest  professional 

liability  insurer 

has  come  to 
North  Carolina. 


The  newest  professional  liability 
insurer  in  North  Carolina  is  the 
oldest  in  the  nation.  The  Medical 
Protective  Company  pioneered 
the  concept  of  professional  pro- 
tection before  the  turn  of  the 
century  and  has  been  serving 
doctors  exclusively  ever  since. 
Through  good  times  and  bad. 

With  the  current  liability  crisis 
escalating,  you  need  to  take  a 
close  look  at  your  coverage  and 
the  company  that  stands  behind 
it.  Then  take  a  close  look  at  us. 
You'll  see  we  carry  the  highest 


rating  from  A.M.  Best,  the  firm 
that  tracks  the  financial  stability 
of  insurance  companies  nation- 
wide. Beyond  that,  you'll  find 
complete  protection  at  premium 
rates  that  are  likely  lower  than 
you're  currently  paying.  Plus 
the  personal  attention  and 
claims  prevention  assistance 
you  deserve. 

Contact  Stu  Mitchelson  today  at 
704/541-8020.  He's  the  oldest 
company's  representative  in  its 
newest  state.  And  he's  here  to 


ill  I 
.1" 


serve  you. 


lKi£3 


Stuart  Mitchelson,  P.O.  Box  13489 
Charlotte,  North  Carolina  28211,  (704)  541-8020 
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We're  Here  For  You,  North  Carolina 


Medical  Mutual  Insurance  Company  was  created 
by  North  Carolina  ptiysicians  in  1975  to  stabilize  the 
volatile  professional  liability  insurance  market.  For 
eleven  years,  we  have  been  able  to  keep  that  market 
open  for  all  physicians  in  North  Carolina.  Because  our 
primary  goal  is  stability-not  profit-we  will  continue  to 
serve  you  while  other  companies  limit  their  markets 
or  restrict  coverage. 

Our  presence  in  North  Carolina  guarantees  that 
experienced  physicians  can  practice  their  specialties, 


new  physicians  can  begin  their  practices,  and  citizens 
of  the  state  will  get  the  high  quality  medical  care  they 
deserve.  By  bringing  stability  to  the  professional  liability 
market,  we're  sen/ing  the  public  good. 

Medical  Mutual.  We'll  be  there  when  you  need  us. 

^^1^  Medical  Mutual 

^     Medical  Insurance  Agency,  Inc. 


Medical  Mutual  Insurance  Company  of  North  Carolina  and  its  subsidiary.  Medical  Insurance  Agency  Inc 
are  located  at  222  North  Person  Street.  Raleigh.  NC  27611  919/828-9334    800/662-7917 


Chfc  your  angina  patients       L 
wiiattiiey're  missing,,. 


CAMNZEm 


CARDIZEM:  FEW  SIDE  EFFECTS 

diltiazem  HCI/Marion 


Attfianginai  action  includes  dilatation  of 
coronary arteries,a  decrease  in  vascular  resis- 
tance/afterload,  and  a  reduction  in  heart  rate 

Proven  efficacy  when  used  alone  in  angina' 

Compatible  with  other  antianginals''' 

A  safe  choice  for  angina  patients  with  coexisting 
hypertension,  asthma,  COPD,  or  PVD*' 

*See  Warnings  and  Precautions. 

Please  see  brief  summary  of  prescribirig  information  on  the  next  page. 


CARDIIEM  Few  SIDE  EFFECTS 

diltiazem HCI/Marion  IN MtTIAHeiHMTHEKARY 


60  mg  fid  or  qid 

Brief  Summary 

Professional  Use  Information 

CAKDttlir 

(dilfiazem  HCI)  30  mg  and  60  mg  Tablets 

COMTUINDICATIONS 

CARDIZEIvl  IS  contrainaicated  in  (I)  patients  with  sick 
sinus  syndrome  except  in  the  presence  of  a  functioning 
ventricular  pacemaker  (2)  patients  with  second-  or 
third-degree  AV  block  except  in  the  presence  of  a  func- 
tioning ventricular  pacemaker  and  (3)  patients  with 
hypotension  (less  than  90  mm  Hg  systolic) 
WARNINGS 
t    Cmxliac  Conduaion.  CARDIZEM  prolongs  AV  node 
refractory  periods  without  significantly  prolonging 
sinus  node  recovery  lime  except  m  patients  with 
sick  sinus  syndrome  Ttiis  effect  may  rarely  result 
in  abnormally  slow  head  rates  (padicularly  in 
patients  with  sick  sinus  syndrome)  or  second-  or 
third-degree  AV  block  (six  of  I  243  patients  for 
0  48%)  (kincomitant  use  of  diltiazem  with 
beta-blockers  or  digitdlis  may  result  in  additive 
effects  on  cardiac  conduction  A  patient  with 
Prinzmetal  s  angina  developed  periods  of  asystole 
(2  to  5  seconds)  after  a  single  dose  at  60  mg  at 
diltiazem 

2  Congestive  Hean  failure.  Although  diltiazem  has 
0  negative  inotropic  effect  in  isolated  animal  tissue 
prepordfions  hemodynamic  studies  in  humans 
with  normal  ventricular  function  have  not  shown  a 
reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp  at) 

Experience  with  the  use  of  CARDIZEM 
alone  or  in  combination  with  beta-blockers  in 
patients  with  impaired  ventricular  function  is  very 
limited  Caution  shauia  be  exercised  when  using 
the  dnjg  in  such  patients 

3  Hypotension.  Decreases  in  blood  pressure  osso- 
cidted  with  CARDIZEtA  therapy  may  occasiondlly 
result  in  symptomatic  hypotension 

4  Acute  Hepatic  Injury.  In  rore  instdnces  significant 
elevations  in  enzymes  such  as  alkaline  phospha- 
tase CPK  LDH  SCOT  SGPT  dhd  other  symptoms 
consistent  with  acute  hepatic  injury  have  been 
noted  These  reactions  hdve  been  reversible  upon 
discontinuation  of  dnjg  therapy  The  relationship  to 
CARDIZEM  IS  uncertain  in  most  coses  but  prob- 
able in  some  (See  PRECAUTIONS ) 

PRCCAUTIONS 

General.  CARDIZEM  (diltidzem  hydrochloride)  is 
extensively  metabolized  by  the  liver  dnd  excreted  by  the 
kidneys  and  in  bile  As  with  any  new  dnjg  given  over 
prolonged  periods  laboratory  pardmefers  should  be 
monitored  of  regular  inten/als  The  drug  should  be  used 
with  cdulidn  in  patients  with  impaired  rennt  or  hepatic 


function  In  subacute  dnd  chronic  dog  ond  rdt  studies 
designed  to  produce  toxicity  high  doses  of  diltiazem 
were  associated  with  hepatic  dbmdge  In  special 
subacute  hepatic  studies  oral  doses  of  125  mg.'kg  and 
higher  in  rats  were  associated  with  histological  changes 
in  the  liver  which  were  reversible  when  the  drug  wds 
discontinuea  In  dogs  doses  of  20  mg  kg  were  also 
associated  with  hepatic  changes  however  these 
changes  were  reversible  with'confinued  dosing 

Drug  Interaction.  Pharmacologic  studies  indicate  that 
there  maybe  additive  effects  in  prolonging  AV  conduction 
when  using  betd-blockers  or  digitalis  concomitdntly  with 
CARDIZEM  (See  WARNINGS  ) 

Confrotlea  and  uncontrolled  domestic  studies  suggest 
thdt  concomitant  use  of  CARDIZEM  ond  beta-blockers  or 
digitdlis  IS  usudlly  well  toleroted  Available  data  are  not 
sufficient  however  to  predict  the  effects  of  concomitdnt 
treatment  particularly  in  patients  with  left  ventricular 
dysfunction  or  cardidc  conduction  abnormalities  In 
healthy  volunteers  ailtiazem  has  been  shown  to  increase 
senjm  digoxin  levels  up  to  20% 

Carcinogenesis,  Mutagenesis,  Impairment  ol 
Fertility.  A  24-monlh  study  m  rats  andd2l.monlh  study 
in  mice  showed  no  evidence  ol  carcinogenicity  There 
wds  also  no  mutagenic  response  in  in  vitro  bacterial 
tests  No  intrinsic  effect  an  fertility  was  observed  in  rats 
Pregnancy.  Category  C  Reproduction  studies  hdve 
been  conducted  in  mice  rats  and  rabbits  Administration 
of  doses  ranging  from  five  to  ten  times  greater  ( on  a 
mg/kg  basis)  than  the  daily  recommended  therdpeutic 
dose  hds  resulted  in  embryo  and  fetal  lethality  These 
doses  in  some  studies  hdve  been  reported  to  cause 
skeletal  abnormalities  In  the  perinatal  postnatal  studies 
there  was  some  reduction  in  early  individual  pup  weights 
and  sun/ival  rates  There  was  an  increased  incidence  ol 
stillbirths  at  doses  of  20  times  the  human  dose  or  greater 

There  are  no  well-controlled  studies  in  pregnant 
women  therefore  use  CARDIZEM  in  pregnant  women 
only  It  the  potential  benefit  jusfiTies  the  potential  risk  la  the 
fetus 

Nursing  Mottters.  Diltiazem  is  excreted  in  humdn 
milk  One  report  suggests  that  concentrations  in  breast 
milk  may  approximate  senjm  levels  It  use  of  CARDIZEM 
IS  deemed  essential  an  alternative  method  of  infant 
feeding  should  be  instituted 

Pediatric  Use.  Sdtefy  and  effectiveness  in  children 
have  not  been  established 

ADVegSE  REACTIONS 

Serious  adverse  reaclions  have  been  rare  in  studies 
cornea  out  to  ddte  but  it  should  be  recognized  that 
patients  with  impaired  ventricular  function  ond  cardidc 
conduction  abnormalities  have  usually  been  excluded 

In  domestic  placebo-controlled  trials  the  incidence  dl 
adverse  reactions  reportea  during  CARDIZEM  therupy  wds 
not  greater  than  that  reported  during  placebo  therapy 

The  tallowing  represent  occurrences  observed  in 
clinrcol  studies  which  cdn  be  at  least  reasondbly  asso- 


ciated with  the  pharmacology  of  calcium  influx  inhibition 
In  many  cases  the  relationship  to  CARDIZEM  has  not 
been  established  The  most  common  occurrences  as  well 
as  their  frequency  of  presentation  are  edemd  (2  4%). 
headache  (2  1%)  nausea  (I  9%)  dizziness  (I  5%) 
rash  (I  3%)  dsthenid  (12%)  In  addition  the  following 
events  were  reported  infrequently  (less  than  I  %) 
Cardiovascular        Angina  arrhythmia  AV  block  (first 
degree)  AV  block  (second  or  third 
degree  —  see  conduction  warning), 
bradycardia  congestive  heart 
failure  flushing  hypotension  palpi- 
tations syncope 
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nations insomnia  nen/ousness 
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increase 
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urticaria 
Other  Amblyopia  dyspnea  epistdxis  eye 

imtdtion  hyperglycemia  nasal 
congestion  nocturia  osfeodrticular 
pain  polyuria  sexual  difficulties 
The  following  postmarketing  events  have  been 
reported  infrequently  in  patients  receiving  CARDIZEM 
alopecia  gingival  hyperplasia  enythema  multiforme  and 
leukopenia  However  a  definitive  cduse  dnd  effect 
between  these  events  dnd  CARDIZEM  thempy  is  yet  to  be 
esldblished  issued  7/86 
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Fire  Fighters  in  North  Carolina 

In-linc-Of-Duty  Deaths,  1972-1985 


LUCY  FORT,  R.N.,  AND  PATRICIA  D.  GRIGGS,  R.N. 


The  tragedy  starts  when  a  pot  of  beans  is  acciden- 
tally left  to  cook  during  church.  A  neighbor  sees 
the  smoke,  and  the  fire  department  responds. 
The  fire  fighters  make  entry  and  aggressively 
search  for  the  fire  and  its  victims  as  they  have  done  so 
many  times  before.  Then  the  unthinkable  occurs:  a  flash 
of  fire,  the  sound  of  a  crashing  roof,  cries  for  help,  one 
or  all  signalling  that  a  fire  fighter  is  in  trouble. 

Fire  fighting  is  the  nation's  most  dangerous  occupation. 
Each  year,  nationwide,  there  are  about  140  deaths  re- 
ported as  caused  by  fire  fighting  activities.  In  North  Car- 
olina, there  were  43  reported  deaths  of  fire  fighters  in 
the  line  of  duty  from  1972  through  1985.  The  causes  of 
death  were  heart  attack,  vehicle  accidents,  and  other 
kinds  of  accidents  (figure  1). 

Twenty-three  deaths  were  attributed  to  coronary  heart 
disease.  This  represents  the  largest  cause  of  death  (54%) 
in  the  entire  group.  Of  these  23  fire  fighters,  two  had 
medical  histories  indicating  high  blood  pressure,  two  had 
had  previous  myocardial  infarctions  (heart  attacks),  one 
had  undergone  coronary  bypass  surgery,  and  one  had  a 
history  of  "heart  problems. "  It  is  important  to  note  that 
a  large  majority  of  those  who  suffered  heart  attack  deaths 
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had  no  reported  previous  symptoms  of  heart  disease.  In 
most  studies,  the  incidence  of  sudden  death  as  the  initial 
symptom  of  coronary  heart  disease  is  about  30%.  The 
fact  that  the  figure  is  higher  in  this  group  of  fire  fighters 
may  be  a  firnction  of  special  stresses  that  are  part  of  fire 
fighting  activities. 

Most  people  associate  myocardial  infarction  with  the 
50  and  above  age  group,  but  approximately  33%'  of  the 
fire  fighters  who  died  fi-om  heart  attack  were  younger 
than  49  (figure  2,  next  page).  Three  of  the  victims  were 
between  35  and  39  years  of  age;  four  were  between  the 
ages  of  40  and  49  years;  five  were  between  50  and  59 

Figure  1 
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years  of  age;  two  were  between  60  and  69;  and  one  was 
older  than  70.  Unfortunately,  ages  were  unavailable  for 
eight  of  the  heart  attack  victims. 

Figure  2 

CAUSE  OF  DEATH  BY  AGE  GROUP 
1972-1985  N.C.  Fire  Fighters 


20-29  30-39  40-49  50-59  60-69  70-79  No  oge 
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Extreme  Exertion  and 
Myocardial  Infarction 

One  case  involved  a  41 -year-old  assistant  chief  with  a 
history  of  high  blood  pressure  who  was  in  charge  of  ac- 
tivities at  a  cotton  mill  fire.  He  stayed  in  the  mill  for  long 
periods  of  time  directing  the  efforts  of  fire  fighters,  pulling 
hoses  and  doing  inspections.  After  the  fire  was  out,  the 
assistant  chief  returned  home  but  complained  of  a  heavy 
sensation  in  his  chest.  He  was  put  into  a  private  car  where 
he  collapsed  and  died  on  the  way  to  the  hospital. 

In  another  case,  a  35-year-old  fire  fighter  answered  an 
alarm  to  a  restaurant  fire.  He  carried  the  hose  from  the 
truck  and  directed  a  stream  of  water  on  the  fire  while 
holding  the  hose  above  his  head.  He  and  another  fire 
fighter  took  turns  doing  this  job.  He  complained  of  pains 
in  his  chest  and  inability  to  breathe.  After  the  fire,  he 
returned  home  but  continued  to  complain  of  chest  pains 
and  shortness  of  breath.  He  evidently  decided  not  to  seek 
medical  care.  Finally,  after  eight  days,  he  was  admitted 
to  the  hospital.  He  died  13  days  after  the  fire  from  com- 
plications of  a  myocardial  infarction. 

A  52-year-old  career  fire  fighter  was  dispatched  on  a 
winter  day  to  a  residential  structure  fire.  The  smoke  was 
heavy,  filling  the  area  from  two  feet  above  the  floor  to 
the  ceiling.  He  did  not  use  self-contained  breathing  ap- 
paratus. Shortly  after  the  fire  was  suppressed,  he  walked 
to  a  neighboring  house  to  interview  witnesses.  Imme- 
diately upon  entering,  he  complained  of  shortness  of 
breath.  He  collapsed  and  later  died.  This  man  had  ex- 
perienced heart  problems  for  10  years  and  had  taken 
medication  regularly  for  these  problems. 

A  56-year-old  retiree  with  a  history  of  heart  problems 
joined  a  volunteer  fire  department  with  the  assigned  duty 
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of  pump  operator.  A  pump  operator  stays  by  the  truck 
and  operates  the  pumping  valves.  This  day  he  received 
a  fire  alarm  for  a  brush  fire.  Finding  upon  arrival  that 
another  fire  fighter  was  operating  the  pump,  he  began 
pulling  a  one-inch  hose  from  the  right  side  of  the  truck 
around  the  front  of  the  truck  and  across  the  street.  He 
had  pulled  the  hose  approximately  30  feet  out  when  an- 
other fire  fighter  began  to  assist  him.  Together,  they 
pulled  approximately  100  feet  of  hose.  Within  a  few  min- 
utes, the  second  fire  fighter  felt  a  tug  on  the  hose  and 
turned  to  discover  that  his  colleague  had  fallen  to  the 
ground  dead.  He  had  suffered  a  heart  attack. 

Myorcardial  infarctions  are  the  end  result  of  a  disease 
called  arteriosclerosis,  or  hardening  of  the  arteries.  This 
disease  is  a  process  of  deposition  of  fat  and  scar  in  artery 
walls.  The  result  is  obstruction  of  normal  blood  flow  and 
damage  to  organs  requiring  that  blood  flow.  In  the  case 
of  the  heart,  the  obstruction  is  in  the  coronary  arteries. 
The  reduction  of  blood  flow  results  in  weakening  or  death 
of  the  heart's  muscle.  Arteriosclerotic  coronary  heart 
disease  leading  to  heart  attack  is  the  most  common  killer 
of  all  Americans,  not  just  fire  fighters.  However,  on-duty 
fire  fighters  are  probably  especially  susceptible  to  having 
sudden  cardiac  events  —  myocardial  infarction  and  sud- 
den death  —  because  the  tremendous  energy  expended 
in  fighting  fire  greatly  increases  the  need  of  the  heart's 
muscle  for  oxygen-carrying  blood.  It  is  possible  for  people 
to  reduce  the  risk  of  developing  arteriosclerosis  and  the 
associated  risk  of  heart  attack  by  reducing  known  risk 
factors  such  as  high  blood  cholesterol,  high  blood  pres- 
sure, cigarette  smoking  and  physical  inactivity. 


Deaths  from  Motor  Vehicle  Accidents 

There  were  20  fire  fighter  deaths  in  North  Carolina  due 
to  accidents  during  our  study  period,  constituting  the 
other  major  group  of  cases.  Motor  vehicle  accidents  ac- 
counted for  seven  of  these  deaths.  Three  of  the  victims 
were  driving  filled  tankers  to  the  fire  scene  when  they 
lost  control  of  the  vehicles  (figure  3,  facing  page).  In  one 
case,  the  victim  was  thrown  out  and  the  tanker  over- 
turned onto  him.  In  the  other  two  cases,  the  drivers  lost 
control  and  ran  into  trees.  In  another  fire  apparatus  ac- 
cident, the  driver  lost  control  of  a  pumper  during  a  heavy 
rainstorm. 

Two  of  the  motor  vehicle  accidents  involved  fire  fight- 
ers who  were  driving  private  vehicles  to  a  fire.  One  of 
the  victims  died  when  his  pickup  truck  was  struck  by  a 
truck  loaded  with  lumber.  Another  victim  drowned  after 
he  lost  control  on  a  curve  and  his  truck  plunged  into  a 
river.  Finally,  a  fire  fighter  sustained  massive  head  in- 
juries when  he  was  struck  by  a  vehicle  while  directing 
traffic  at  a  fire  scene. 

The  relatively  high  number  of  accidents  involving  loaded 
tankers  deserves  special  comment.  These  vehicles  are 


inherently  dangerous  because  the  liquid  load  can  shift 
rapidly  and  with  great  force.  Some  fire  service  tanliers 
are  especially  dangerous  because  they  are  built  with  too 
few  baffles.  Many  such  vehicles  were  converted  for  fire 
department  use.  Finally,  of  course,  the  use  of  these  ve- 
liicles  in  North  Carolina  is  almost  always  on  rural  roads. 


Figure  3 


DEATHS  BY  TYPE  OF  VEHICLE 
1972—  1985 


This  set  of  circumstances  is  probably  responsible  for  a 
disproportionate  number  of  accidents  and  is  a  reason  for 
the  fire  service  leadership  to  promote  special  training  and 
educational  programs  for  personnel  who  operate  tankers. 


Accidents  During  Fire  Fightins  Operations 

Structure  fires  accounted  for  eight  accidental  deaths.  On 
May  25,  1979,  five  people,  including  four  fire  fighters, 
were  killed  when  a  two-story  burning  building  suddenly 
exploded,  burying  them  under  brick  and  cement.  These 
people  were  all  outside  the  structure  when  the  explosion 
occurred.  The  subsequent  investigation  indicated  that  an 
arsonist  had  placed  a  highly  explosive  liquid  propellant  in 
the  building. 

One  fire  fighter  died  of  bums  following  a  probable  back- 
draft  explosion.  This  fire  fighter  was  one  of  two  who 
entered  a  building  to  extinguish  small  fires  set  by  radiant 
heat  from  a  nearby  burning  building.  They  were  clothed 
fully  in  canvas  duck  protective  clothing  and  were  using 
self-contained  breathing  apparatus.  Both  fire  fighters  suf- 
fered extensive  bums,  although  their  clothing  did  not 
ignite. 

Another  fire  fighter  died  when  a  church  steeple  col- 
lapsed, trapping  him  in  the  buming  church.  Several  fire 


fighters  were  operating  hand  lines  inside  the  church  in 
an  effort  to  gain  access  to  the  fire  in  the  balcony.  During 
this  process,  the  officer-in-charge  noticed  instability  in 
the  steeple  and  called  for  immediate  evacuation.  Before 
the  crew  was  clear  of  the  building,  the  support  for  the 
steeple  gave  way  and  the  steeple  collapsed.  One  fire 
fighter  was  trapped  and  died  of  massive  injuries,  one 
suffered  a  fracture  of  a  leg,  and  a  third  was  overcome 
by  smoke.  This  tragedy  highlights  the  extreme  hazard 
presented  by  heavy  structures  (or  appliances  such  as  air 
conditioning  units)  situated  above  fire-involved  areas  of 
buming  buildings. 

A  fall  through  the  roof  into  a  buming  building  caused 
the  death  of  a  27-year-old  career  fire  fighter.  He  was 
reported  to  have  stepped  onto  a  soft  area  of  roof  over 
an  area  of  intense  attic  fire.  This  incident  should  reinforce 
standard  operating  procedures  that  require  routine  use 
of  roof  ladders. 

Another  fire  fighter  was  trapped  in  the  basement  of 
a  buming  building.  He  was  evidently  operating  on  a  hand 
line  with  two  other  fire  fighters  when  he  became  sepa- 
rated. Shortly  thereafter,  the  fire  became  intense,  and 
it  was  impossible  to  reach  him  in  time  to  rescue  him.  He 
was  using  full  protective  clothing,  including  self-contained 
breathing  apparatus. 


Miscellaneous  Accidents 

In  addition  to  fire  or  rescue-related  accidents,  there  were 
several  in-line-of-duty  deaths  that  were  unrelated  to  such 
activities.  One  fire  fighter  died  from  injuries  suffered  in 
a  fall  from  a  tree  he  was  trimming  in  the  station  yard. 
Another  was  electrocuted  while  installing  a  fire  extin- 
guisher on  a  boat.  The  fire  extinguisher  had  been  sold 
as  part  of  a  fijnd-raising  project  for  the  department. 

Finally,  there  was  a  fire  fighter  who  drowned  while 
assisting  in  the  search  for  a  body.  Although  this  review 
is  limited  to  deaths  of  fire  fighters,  we  would  like  to  note 
that  at  least  three  rescue  squad  members  have  drowned 
in  North  Carolina  under  similar  circumstances  during  this 
14-year  period. 


Observations  and  Recommendations 

The  most  common  cause  of  service-related  death  among 
North  Carolina's  fire  fighters  is  heart  attack.  This  is  true 
at  the  national  level  as  well.  While  heart  attack  is  also 
the  most  common  mortal  disease  of  all  Americans,  there 
is  reason  to  believe  that  the  risk  for  fire  fighters  is  greater 
because  of  the  level  of  exertion  and  stress  associated 
with  fighting  fire.  In  any  case,  the  high  numbers  of  fire 
fighters  affected  by  heart  disease  warrant  a  major  effort 
on  the  part  of  the  fire  service  communuty  to  identify  fire 
fighters  with  known  heart  disease  and  provide  them  with 
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appropriate  protection  from  the  stresses  of  fighting  fire. 
Furthermore,  there  is  ample  need  for  efforts  to  reduce 
the  known  risk  factors  for  heart  disease  among  young 
fire  fighters. 

A  second  important  observation  from  this  review  is 
that  water  tanker  accidents  were  disproportionate  in 
number.  The  safe  operation  of  tankers  should  be  em- 
phasized in  training  programs,  and  standard  procedures 
governing  tanker  operation  on  the  highways  should  be 
adopted  and  enforced  by  every  rural  fire  department. 

Finally,  deaths  during  major  structure  fires  have  oc- 
curred with  unfortunate  frequency  in  this  country  over 
the  years;  and  North  Carolina  is  not  immune  to  these 
tragedies.  The  lessons  learned  from  our  experiences 
highlight  basic  safety  principles  that  should  be  observed 
at  every  fire.  However,  it  is  also  clear  that  aggressive. 


interior  attacks  on  fires  in  large  commercial  or  public 
buildings  necessarily  involve  a  significant  risk  to  the  lives 
of  fire  fighters.  ■ 


Acknowledgment 

The  authors  express  special  appreciation  to  Mrs.  Clara 
Pittman,  Director  of  the  North  Carolina  Firemen's  and 
Rescue  Squad  Worker's  Pension  Fund,  Department  of 
the  State  Auditor. 


Reference 

1  This  information  was  acquired  from  the  records  of  the  North 
Carolina  Firemen's  and  Rescue  Squad  Workers'  Pension  Fund. 


■ »; 


i  I 


Before  you  buy  a  product . . . 


^Read  the  label 
^Check  the  package 


If  anything  seems  wrong,  tell 
the  store  manager. 

s/When  you  open  it,  CHECK  IT  OUT 
again.  If  it  looks  or  smells  wrong, 
take  it  back. 

—  A  message  from  this  mogozine  and  the  Food  and  Drug  Administration 
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Drus  Solution  Among  High  School  Students 


RICHARD  D.  ADELMAN,M.D. 


The  use  and  abuse  of  alcohol  and  other  drugs  is  a 
problem  of  great  concern  to  the  medical  com- 
munity. The  American  Academy  of  Pediatrics  task 
force  recognizes  drug  and  alcohol  abuse  as  a  "ma- 
jor area  of  concern  and  activity  for  the  organization."' 
Among  the  young,  especially  teenagers,  substance  abuse 
harms  physical  health,  psychological  health,  social  health, 
and  personal  health. 

P/iysfca/ health  is  affected  through  increased  morbidity 
from  acute  and  chronic  illnesses  and  increased  morbidity 
and  mortality  from  motor  vehicle  accidents  and  other 
accidents.-'  Teenagers  suffer  an  estimated  8,000  deaths 
per  year  from  alcohol-related  highway  accidents.^  Psy- 
chological health  problems  can  result  from  a  change  in 
the  sense  of  well-being.  The  social  health  suffers  in  di- 
minishment  of  the  social  effectiveness  and  ability  to  ac- 
complish individual  tasks.  Probably  most  affected  by  drug 
intake  is  the  personal  health,  which  is  the  adolescent's 
realization  of  his  or  her  individual  potential. 


Four  Years  of  Surveys 

In  order  to  establish  whether  a  drug  or  alcohol  problem 
exists  in  the  high  school  population  of  Wake  County,  and 
to  define  the  extent  of  the  problem.  Drug  Action  of  Wake 
County,  Inc.,  has  commissioned  surveys  in  local  high 
schools.*  These  surveys  have  been  done  annually,  be- 
ginning in  1983.  They  show  that  50%  of  the  students  in 
the  tenth  to  twelfth  grades  are  moderate  to  heavy  drink- 
ers of  alcohol,  25%  are  light  drinkers,  and  only  25% 
surveyed  stated  that  they  did  not  drink  alcohol. 

Over  50%  of  the  students  surveyed  used  marijuana  or 
hashish.  The  use  of  cocaine  in  various  forms  has  been 
increasing  each  year,  and  the  use  of  other  drugs  —  in- 
halants, hallucinogens,  stimulants,  barbiturates,  tran- 
quilizers, heroin,  and  others  —  is  all  too  common. 

After  establishing  the  existence  of  the  problem,  we 
should  take  the  important  next  step,  I  felt,  of  asking  the 
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individuals  involved  for  possible  solutions.  Their  sug- 
gested options  would  be  more  easily  accepted  than  those 
passed  down  from  other  sources,  and  would  have  a  better 
chance  of  solving  the  drug  and  alcohol  problem.  In  search- 
ing the  literature,  no  study  could  be  found^  which  asked 
high  school  students,  their  parents,  their  teachers  and 
administrators  what  they  thought  it  would  take  to  resolve 
the  immense  problem.  To  address  this  need,  the  North 
Raleigh  Rotary  Club,  under  my  supervision,  developed 
a  new  survey  instrument:  the  Drug  Action  Survey.  This 
survey  is  unique  in  enlisting  these  formerly  overlooked 
people  as  its  participants. 


The  Drug  Action  Survey 

In  November,  1986,  the  Drug  Action  Survey  was  dis- 
tributed to  the  students,  parents  of  the  students,  and 
administrators  at  MUlbrook  High  School  in  Raleigh.  Mill- 
brook  High  School  students  come  from  middle-class  fam- 
ilies in  the  north  Raleigh  area  primarily.  Of  the  2,325 
students,  84.9%  are  white  and  15.1%  minority  races, 
mainly  black. '^  Responses  were  received  from  504  fresh- 
men, 552  sophomores,  489  juniors,  and  478  seniors,  to- 
taling 2,023  students.  In  addition,  443  parents  and  86 
teachers  and  administrators  responded  to  the  survey. 

First,  respondents  were  asked  if  they  agreed  that  a 
problem  existed.  Eighty-sbc  percent  of  students,  97%  of 
parents,  and  94%  of  teachers  and  administrators  agreed 
that  the  problem  of  alcohol  and  drug  abuse  existed  among 
the  high  school  students. 

Next  the  participants  were  asked  specifically  about  al- 
cohol, then  marijuana,  and  then  other  drugs.  When  asked 
who  would  be  most  helpful  in  counseling  the  students 
about  the  alcohol  problem,  the  students  responding  fa- 
vored student  (peer)  counselors.  The  parents  and  the 
administration  favored  "drug  action"  (adult)  counselors. 
Least  favored  among  all  groups  were  the  existing  school 
counselors  and  parent  counselors.  Very  few  of  the  re- 
sponders  from  any  group  preferred  that  school  counse- 
lors or  parents  be  involved  in  alcohol  problem  counseling. 
The  students  and  the  administration  favored  group  as 
opposed  to  individual  counseling,  whereas  the  parents 
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viewed  group  and  individual  counseling  as  equally  favor- 
able. 

When  asked  about  school  programs  that  might  deal 
with  alcohol  problems,  all  favored  a  chapter  of  Alcoholics 
Anonymous  for  teens,  with  Students  Against  Drunk  Driv- 
ing (SADD)  close  behind.  Concerning  penalties  on  those 
who  abuse  alcohol,  all  groups  favored  mandatory  pro- 
grams of  counseling,  and  every  group's  least  favored 
options  were  expulsion  and  suspension. 

Marijuana,  cocaine,  and  other  drugs  were  not  treated 
in  the  same  manner  as  alcohol  by  the  students.  Instead 
of  favoring  peer  student  counselors  for  these  drugs,  all 
groups  felt  that  the  drug  action  counselors  would  be  best 
to  treat  this  problem.  When  asked  which  programs  would 
be  best,  the  students  and  administration  were  evenly 
divided  between  Drug  Education  School  and  Narcotics 
Anonymous,  whereas  the  parents  were  very  strongly  in 
favor  of  Drug  Education  School.  All  groups  felt  that  the 
penalties  should  begin  with  mandatory  programs  of  coun- 
seling. The  second  most  favored  penalty  was  a  special 
school  for  drug  users.  Again,  expulsion  and  suspension 
were  seen  by  all  groups  as  least  helpful. 

The  students,  parents,  and  administration  were  asked 
their  advice  on  how  best  to  administer  information  and 
educate  students  about  the  dangers  and  penalties  of  drug 
use.  All  groups  agreed  that  speakers  would  be  the  best 
approach,  with  seminars  and  course  time  related  to  the 
problem  the  second  and  third  best  approaches.  Posters, 
pamphlets,  and  brochures  were  not  thought  to  be  of  much 
help  for  this  problem. 

For  education  aimed  specifically  at  preventing  and 
solving  the  drug  problem,  students  again  felt  speakers 
would  be  the  most  helpful,  whereas  the  parents  and  ad- 
ministrators favored  seminars.  The  students  felt  that 
television  would  be  a  very  worthwhile  form  of  education. 
Only  a  few  of  the  student  respondents  recommended 
school  counselors,  pamphlets,  or  brochures. 

The  last  item  on  the  survey  was  an  open-ended  request 
for  additional  suggestions  for  solving  the  drug  problem. 
Many  of  the  answers  were  very  lengthy  and  well  thought 
out.  Some  conclusions  from  these  will  be  drawn  in  the 
next  section.  A  brief  sampling  of  these  responses  follows 
in  an  appendk. 

Discussion 

Drugs  are  a  major  problem  in  high  schools  throughout 
the  nation.  Teenagers  are  extremely  vulnerable  to  the 
influence  of  drugs.  The  U.S.  Department  of  Education 
states  that  students  who  use  marijuana  regularly  are  twice 
as  likely  as  their  classmates  to  have  grade  averages  in 
the  D  or  F  range,  and  students  who  use  drugs  are  twice 
as  likely  to  drop  out  before  graduation  from  high  school." 
An  awareness  of  the  problem  is  the  first  step  in  resolving 
the  problem.  Fortunately,  the  first  step  seems  to  have 
been  taken,  as  the  great  majority  of  high  school  students 


agree  that  the  problem  needs  to  be  addressed. 

Established  risk  factors  for  drug  and  alcohol  abuse  in- 
clude low  self-esteem,  poor  relationship  with  parents, 
depression,  lack  of  religious  commitment,  parental  drug 
use,  peer  drug  use,  and  sensation-seeking.*'  Students  at 
Millbrook  High  School  state  that  drugs  become  a  problem 
in  the  absence  of  love.  The  students  do  not  want  parents 
or  the  school  administration  to  get  on  a  "soapbox"  and 
"preach."  They  want  parents  to  set  limits,  to  show  they 
care,  and  to  show  their  love  for  their  children. 

Due  to  the  immaturity  and  developmental  changes 
taking  place  during  adolescence,  a  typical  teenager  needs 
an  extra  demonstration  of  love  and  concern  from  parents. 
The  parent  needs  to  lead  through  strength,  not  weak- 
ness. The  adolescent  needs  this  strength  to  help  build 
his  or  her  future.  One  student  writes  ".  .  .  Some  parents 
don't  realize  that  a  hug  and  'I  love  you'  would  do  wonders 
where  ignoring  the  child  is  often  the  common  result. "  To 
solve  the  problems  of  the  youth,  one  has  to  understand 
the  youth.  The  solution  comes  with  "thinking  like  teen- 
agers" instead  of  "thinking  like  adults." 

Peer  pressure  contributes  to  the  drug  problem.  Peer 
pressure  does  not  cause  the  drug  problem,  even  though 
many  students  would  like  to  blame  their  weakness  on  a 
convenient  excuse.  Putting  all  the  drug  users  in  a  school 
of  their  own  will  not  solve  the  drug  problem.  Expelling 
drug  users  and  suspending  drug  users  does  not  solve  the 
problem.  A  better  solution  might  be  to  make  it  "hip  to 
be  square"  or  "cool  to  say  no. "  Speakers  to  whom  the 
students  can  relate  without  feeling  preached  at  might 
bring  a  better  result.  Counselors  to  whom  the  students 
can  relate,  whether  peers  or  trained  specialists,  are  more 
likely  to  have  an  impact  than  others. 

Fear  of  negative  consequences  can  help  curtail  drug 
use. '  Limits  must  be  set  for  the  students  and  these  limits 
must  be  enforced.  Necessary  security  must  be  present 
to  prevent  the  sale  and  use  of  drugs  in  the  school  rest- 
rooms.  The  easier  it  is  to  obtain  drugs,  the  more  drugs 
will  be  used.  Adolescents  use  drugs  because  drugs  are 
readily  available,  provide  a  quick  and  easy  way  to  feel 
good,  possibly  aid  in  gaining  peer  acceptance,'  and  enable 
one  to  temporarily  escape  life  pressures. 

Parents  wish  to  have  more  information  on  the  subject 
of  drugs,  their  effects,  and  how  to  recognize  their  use. 
They  wish  more  information  on  the  metamorphosis  of 
adolescence.  The  parents  express  a  desire  for  more  ed- 
ucation enabling  them  to  better  communicate  with  their 
children.  They  do  not  wish  to  be  their  children's  body- 
guards or  their  friends,  but  loving  parents.  The  family  is 
thought  to  be  so  important  that  it  may  be  the  most  en- 
during factor  in  prevention  and  intervention  in  drug  and 
alcohol  abuse. 

The  school  administration  recognizes  the  problem  and 
is  eager  to  be  involved  in  all  programs  to  help  resolve 
the  problem.  They  express  the  wish  that  action  be  taken 
as  soon  as  possible. 
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Recommendations 

As  a  result  of  this  survey  the  following  recon-unendations 
are  made: 

1  Establish  student  support  groups  with  trained  peer 
counselors. 

2  Hire  a  confidential  school  counselor  specifically  trained 
to  deal  with  drug-related  problems. 

3  Ensure  programs  in  school  to  enhance  self  esteem, 
life  skills,  and  decision  making. 

4  Enforce  a  drug  free  environment  in  school  and  at 
school  activities. 

5  Establish  parent  support  groups  to  maintain  a  drug 
free  environment. 

6  Secure  speakers  to  educate  students  and  parents 
on  the  dangers  of  alcohol  and  drugs. 

7  Support  parenting  workshops. 

Summary 

To  solve  the  problem,  there  must  be  an  awareness  of 
the  problem;  there  must  be  a  coordinated  effort  between 
teenagers  and  adults  to  prevent  problems  and  resolve 
those  that  exist;  and  there  must  be  negative  conse- 
quences to  help  prevent  use  and  to  curtail  the  availability 
of  drugs.  Positive  actions  and  attitudes  on  the  part  of  the 
community,  families,  and  the  young  people,  with  open 
communication,  will  lead  us  down  the  right  path  to  res- 
olution of  the  problem.  More  action  needs  to  be  taken 
to  clarify  different  approaches  and  to  assess  the  results 
of  programs.  ■ 
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Appendix:  A  selection  of  written 
comments  from  survey  respondents 

Student  comments 

"Maybe  if  parents  would  quit  saying  'not  my  child'  and 
face  up  to  the  fact  that  theii-  child  has  a  problem  with 
drugs  then  the  road  to  rehab  is  within  reacliing  distance. 
Parents,  some  parents,  don't  realize  that  a  hug  and  an  'I 
love  you'  would  do  wonders  where  ignoring  the  child  is 
often  the  common  result.  Parents  are  right  when  they 
say  'don't  take  drugs.'  But  how  many  parents  say  this 
but  don't  actually  enforce  it?" 

"People  who  do  drugs  and/or  alcohol  often  have  prob- 
lems that  are  very  serious  to  them.  They  need  love  and 
support,  not  punisliment.  Many  adults  seem  to  forget 
what  it's  like  to  be  a  teenager.  We  have  problems  that 
are  important  to  us.  We  need  someone  who  will  listen, 
not  someone  who  wants  to  get  on  his  'soapbox'.  .  . " 

"The  problem  isn't  in  the  schools  —  it's  at  the  parties. 
And  if  you  people  would  get  smart  enough  you'd  realize 
that.  You  aren't  thinking  like  teenagers  —  you're  thinking 
like  adults." 

"There  is  a  serious  misunderstanding  of  the  drug  prob- 
lem. It's  not  peer  pressure  that  causes  people  to  start 
taking  drugs  (alcohol  is  a  drug).  It  is  clearly  a  matter  of 
personal  weakness.  .  .  What  a  double  standard  we're 
living  when  we  see  thousands  of  beer  commercials  a 
week,  somebody  thinks  one  5-second  "don't  drink  and 
drive"  announcement  will  change  things.  Who  are  they 
trying  to  kid?  ..." 

"School  counselors  are  of  no  help  simply  because  the 
student  who's  using  needs  someone  he  can  open  up  to 
who  is  very  experienced  in  this  field.  Either  a  drug  coun- 
selor or  recovering  addict. " 

"Peer  counseling  ought  to  be  a  class  open  to  anyone 
who  would  like  to  take  it.  We  need  a  lot  of  people  (kid 
counselors)  to  go  to  the  younger  schools  and  tell  them 
about  the  abuse  of  drugs.  They  don't  want  to  hear  it  from 
a  parent  or  counselor,  but  from  someone  they  might  look 
up  to  and  understand. " 

Parent  comments 

"We  are  still  No.  1  role  models  and  if  enough  of  us 
walk  a  straight  line,  it  may  not  be  so  square  to  be  doing 
the  right  things." 

"Teens  often  'get  on  their  parents'  nerves'  —  so  what 
do  they  do?  ESCAPE  —  go  out  on  foot  or  in  someone 
else's  car  and  get  blown  away.  How  many  parents  really 
understand  the  metamorphosis  from  childhood  to  adult?? 
Teenagers  go  overboard  trying  to  emulate  the  adults  they 
love  and  respect  so  much. " 
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"Parents  need  to  be  made  aware  that  drugs  are  not  a 
school  problem;  they  are  a  problem  of  society.  The  com- 
munity at  large  has  to  change  its  attitude  regarding  'good 
ole  boys  and  beer.'  " 

"We  are  at  fault  for  the  behavior  of  our  young  people 
because  we  are  too  busy  or  don't  show  we  care. " 

"Encourage  local  TV  stations  to  take  alcohol  advertis- 
ing off  TV.  It  encourages  teenagers  to  try  it. " 

"Every  effort  should  be  made  to  entice  young  people 
to  participate  in  some  school  related  activity  such  as  mu- 
sic, sports,  newspaper  or  whatever  but  it  would  give 
them  a  feeling  of  belonging." 

Teacher  comments 

"Take  action  now!  Students  are  killing  themselves  and 
ruining  their  lives.  I  see  kids  staring  off  into  space  every 
day!  Information  is  the  key!" 


"Mandatory  parent  counseling  for  parents  of  users. 
Students  will  not  take  as  valid  info  lectures  by  school 
counselors,  parents,  or  teachers  who  do  not  have  'cre- 
dentials,' i.e.,  personal  experience  with  the  problems  of 
drug  abuse.  The  problem  of  alcohol  as  a  drug  must  be 
addressed  —  not  only  with  the  student  population  but 
with  their  parents. " 

"I  am  a  parent  and  a  teacher  and  believe  that  parents 
should  be  more  responsible  for  their  children's  actions. 
If  a  student  is  on  drugs,  parents  should  directly  be  ac- 
countable by  law  for  their  children.  Parents  would  then 
do  a  better  job  disciplining  in  the  home. " 

"The  first  line  of  defense  is  in  the  home.  The  time, 
effort  and  money  must  be  centered  on  getting  parents 
aware  of,  and  realistic  about,  the  alcohol  and  drug  prob- 
lem. Most  parents  are  only  willing  to  admit  the  problem 
exists  on  a  societal  level,  but  few  REALLY  BELIEVE 
IT  IS  THEIR  KID.  .  .  .  We  are  simply  ignoring  the 
obvious  truth  —  most  drinking  and  some  drug  use  begins 
in  the  seventh  grade."  ■ 
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Prior  to  the  development  of  interventional  radiology,  the 
role  of  radiology  in  the  treatment  of  acute  pancreatitis  was 
limited  to  providing  images  which  were  the  basis  for  others 
to  make  therapeutic  decisions.  Historically,  operative  in- 
tervention by  surgeons  had  little  impact  on  the  early  care 
of  acute  pancreatitis.  Ranson'  -  was  among  the  first  to  clarify 
the  management  of  acute  pancreatitis  by  developing  pre- 
dictors which  indicated  patients  most  likely  to  sustain  mor- 
bidity and/or  mortality  (table  1).  Peritoneal  lavage  as  de- 
scribed by  Ranson'  was  a  treatment  modality  designed  to 
alter  morbidity  and  mortality.  His  findings  were  that  mor- 
tality for  pancreatitis  was  not  changed,  simply  the  time  and 
mode  of  exit.  Patients  were  living  long  enough  to  develop 
one  of  five  possible  complications  of  acute  pancreatitis: 
pseudocyst,  infected  pseudocyst,  pancreatic  abscess,  pan- 
creatic necrosis,  or  infected  pancreatic  necrosis.  Interven- 
tional radiology  and/or  surgery  now  had  the  potential  of 
favorably  affecting  the  outcome. 

The  necessity  for  surgical  drainage  of  pus,  debridement 
of  necrotic  tissue,  and  internal  drainage  of  pseudocysts  was 
unchallenged  until  recent  advances  in  percutaneous  catheter 
drainage  techniques.  Although  the  value  of  surgery  has  re- 
cently been  confirmed  by  Warshaw,""  the  timing  of  surgery 
is  less  clear.  This  is  in  part  due  to  difficulties  with  the 
definition  of  infected  pancreatic  pseudocyst  vs  pancreatic 
abscess,  the  role  of  percutaneous  drainage  vs  operative 
drainage  of  pseudocysts,  infected  pseudocysts,  and  pan- 
creatic abcesses,  and  finally  the  difficulty  in  differentiation 
by  computed  tomography  (CT)  between  necrotic  pancreas. 


From  the  Departments  of  Surgery  and  Radiology,  University  of 
North  Carolina  School  of  Medicine,  Chapel  Hill.  Correspondence/ 
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sented at  the  20th  Annual  Meeting,  Pancreas  Club,  May  19,  1986. 


infected  necrotic  pancreas,  and  pancreatic  phlegmon.' 

As  a  result  of  recent  experience  on  our  service  (HP),  we 
have  come  to  visualize  the  progress  of  a  patient  with  acute 
pancreatitis  as  depicted  in  figure  1  (next  page),  with  the 
patient  passing  through  the  stages  of  diagnosis,  documen- 
tation of  the  degree  of  severity  using  Ranson's  criteria, 
deciding  on  the  advisability  of  lavage,  and  choosing  from 
among  several  therapeutic  modalities.  To  validate  the  ap- 
propriateness of  this  progression  sequence,  a  retrospective 
review  was  undertaken. 


Patient  Population 

Group  I 

During  the  period  1976-1985,  there  were  410  admissions 
(291  patients)  to  the  North  Carolina  Memorial  Hospital  for 
episodes  of  acute  pancreatitis.  Fifty-seven  patients  ac- 
counted for  176  admissions.  Thirty-three  of  these  patients 
developed  a  pseudocyst. 


Table  1 

Predictors  which  indicate  patients  most  lii<eiy  to  sustain 
morbidity  and  mortality.  Ranson.' 

Laboratory  Data  at  Admission 
age  :■■  55 
wbc  ~>  16000 
glucose  >  200  mg  % 
LDH  >  350 
SGOT  >  250 

Changes  During  Initial  48  Hours 
Hot  fall  >  10 
BUN  rise  >  5 
Ca  <  8  mg  % 
Base  deficit  >  4  mEq/l 
Est.  fluid  sequestration  >  6000  ml 
pOj  <  60  mmHg 


Jll 
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Acute  pancreatitis 


Ranson'i  criteria 


Lavage 


■  Pancreatic  abcess 
^Necrotic  pancreas  : 


A.  Reliability  ot  Ranson's  criteria  as  predictors 

B.  Usefulness  of  Therapeutic  Lavage 

C.  Recommendations  regarding  therapy 


Figure  1^  Flow  chart  illustrating  pertinernt  decision  points  in  diagnosis  and  treatment  of  acute  pancreatitis^ 


Group  II 

During  this  same  period,  123  patients  were  admitted  with 
the  diagnosis  of  pancreatic  pseudocyst,  having  undergone 
their  initial  care  for  acute  pancreatitis  elsewhere.  With  these 
patients  and  the  33  patients  from  Group  1  who  developed  a 
pseudocyst,  the  total  available  for  outcome  study  was  156 
patients  with  pancreatic  pseudocyst. 

Data  relating  to  Group  I  are  expressed  in  terms  of  numbers 
of  admissions;  data  relating  to  Group  II  are  expressed  in 
terms  of  numbers  of  patients.  The  numbers  of  admissions, 
patients  and  their  grouping  are  summarized  in  figure  2. 


Results 

Group  I 

There  were  182  male  and  109  female  patients,  ranging 
in  age  from  four  to  102  years  (mean  43.2  years).  Multiple 
admissions  (2-10)  for  pancreatitis  were  noted  in  57  patients 
for  a  total  of  176  admissions.  The  remaining  234  patients 
had  isolated  episodes  of  acute  pancreatitis.  The  presumed 
etiology  of  pancreatitis  and  characteristics  of  the  patient 
population  are  shown  in  table  2.  Overall,  the  mean  age  for 
male  patients  (42.8  years)  and  female  patients  (44.1  years) 


1978-1985 


Acute  pancreatitis 
410  admissions  (291  patients)* 


Pseudocyst 
123  patients 


33  (8<>/o) 
pseudocyst 


377  Admissions 

or 

258  patients 
at  risk 


1 56  patients  with  pseudocysts  at  risl( 


57  patients  accounted  for  176  admissions 


Figure  2  Schematic  breakdown  of  patients  and  their  allocation  to  treatment  groups, 
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Table  2 
Sex  and 

etiology  of  Group  1  patients. 

Male 
272  (67%) 

Female 
135  (33%) 

Alcohol 

Biliary 

Other 

80,3% 
12,6% 

7,1% 

p<,001 
p<,001 
p<,001 

40,5% 
30.6% 
28.9% 

presenting  with  pancreatitis  was  not  different.  However, 
patients  with  alcohol-related  diseases  were  more  likely  to 
be  male  (p<.001)  and  younger  (mean  age  40.5  years)  than 
those  with  disease  associated  with  gallstones,  who  tended 
to  be  famale  and  somewhat  older  (p<.0005,  mean  age  54.4 
years). 

The  admitting  serum  amylase  concentration  was  greater 
when  biliary  tract  disease  was  the  etiology  of  pancreatitis 
(1874mg/dl  ±  1856)  as  compared  to  alcoholic  pancreatitis 
(580  mg/dl  ±  650),  p<.0005.  Other  than  suggesting  a 
biliary  versus  alcoholic  etiology  of  pancreatitis,  serum  am- 
ylase levels  were  of  no  value  in  predicting  treatment  out- 
come or  course  of  disease. 

The  prognostic  value  of  Ranson"s  criteria  was  confirmed 
by  our  data  (figure  3).  The  mortality  rates  for  episodes  of 
acute  pancreatitis  were  significantly  increased  (p<.001)  with 
progressive  disease  severity  as  determined  by  the  number 
of  positive  Ranson's  signs. 

The  contention-'  that  peritoneal  lavage  was  indicated  to 
deter  early  mortality  in  acute  pancreatitis  until  the  later 
stages  of  pancreatic  necrosis,  abscess,  or  pseudocyst  de- 
velopment was  not  supported  by  our  observations.  Although 
no  patient  in  this  series  was  lavaged,  all  31  mortalities 
occurred  after  the  development  of  complications  (phase  C, 
figure  1). 

All  patients  (9/9)  in  whom  CT  was  incorrectly  interpreted 
as  showing  a  pancreatic  phlegmon  died  and  were  found  to 
have  infected,  necrotic  pancreases  at  autopsy.  In  compari- 
son, there  was  a  42%  (12.42)  mortality  for  operative  de- 
bridement of  necrotic  infected  pancreas  correctly  diagnosed 
by  CT,  and  0%  mortality  in  ten  patients  explored  for  CT 
evidence  of  necrotic  pancreas  who  were  found  at  laparotomy 
to  have  only  inflammation.  Ten  additional  non-operative 
patients  died,  after  resolution  of  pancreatic  inflammation, 
of  pulmonary  embolus  (2),  pneumonia  (2),  gastrointestinal 
bleeding  (4),  and  myocardial  infarction  (2). 

Group  11 

The  average  age  was  44  years  with  a  range  of  four  to  69 
years.  There  were  120  male  and  36  female  patients.  In  the 
majority  of  patients  the  diagnosis  was  made  using  comput- 
erized axial  tomography  or  ultrasound,  with  ultrasound  being 
slightly  more  common.  The  average  length  of  symptoms 
prior  to  treatment  was  six  months.  The  cause  of  pseudocyst, 
as  in  the  pancreatitis  patients  in  Group  I,  was  overwhelm- 
ingly due  to  alcohol  abuse  (81%). 

The  mode  of  treatment  and  results  of  therapy  for  the 
patients  with  pseudocyst  are  listed  in  table  3.  It  should  be 


Table  3 

Mortality  and  morbidity  of  various 
pancreatic  pseudocysts. 

therapies  for  156 

156 
No. 

Pseudocysts 
% 
Total          Mortality 

% 
Morbidity 

Observed 
Surgical 
external 

23 

15 

0 

0 

drainage 
Percutaneous 
external 

16 

10 

5 

65 

drainage 
Internal 

15 

9 

0 

15 

drainage 

102 

65 

0 

31 

noted  that  if  a  pseudocyst  did  not  resolve  under  observation, 
some  form  of  interventional  therapy  was  recommended  and 
the  patient  outcome  reported  under  that  therapeutic  group. 
Thus  the  5%  morbidity  and  0%  mortality  reported  for  ob- 
servation represent  a  selected  population  of  patients  and 
gives  a  falsely  optimistic  picture. 

The  most  common  complications  of  external  drainage  of 
an  uninfected  pseudocyst  were  persistent  fistula  (31%)  and 
infection  (25%).  Thus  internal  drainage  as  performed  in  the 
majority  of  patients  (table  3)  seems  preferable  inasmuch  as 
the  3 1  %  morbidity  incurred  was  of  short  duration  compared 
to  the  long-term  problems  of  managing  a  persistent  (greater 
than  three  months)  pancreatic  fistula  which  required  addi- 
tional surgery  to  correct. 

The  type  of  operative  procedure  in  each  patient  involved 
a  certain  amount  of  variability  depending  upon  the  surgeon 
and  the  year  in  which  the  patient  was  treated.  Selection  of 
the  operative  procedure  was  made  on  the  following  basis: 
cystogastrostomy  was  selected  for  patients  with  cysts  lo- 
cated immediately  beneath  the  stomach:  cystojejunostomy 
was  selected  for  patients  with  cysts  in  the  head  of  the  pan- 
creas opposing  the  duodenal  sweep;  pancreatectomy  was 
selected  for  patients  with  an  obstructed  pancreatic  duct, 
extensive  pancreatitis  or  multiple  cysts  in  the  tail  of  the 
pancreas;  observation  was  selected  for  patients  with  small 
cysts  or  a  short  duration  of  symptoms;  marsupialization  or 
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Figure  3    Progressively  greater  mortality  is  noted  with    n- 
creasing  number  of  positive  Ranson's  criteria 
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cysts  or  a  short  duration  of  symptoms;  marsupialization  or 
external  operative  drainage  were  selected  for  patients  who 
were  acutely  ill  and  had  immature  cyst  walls. 

The  incidence  of  complications  in  patients  undergoing 
surgical  external  drainage  was  65%,  much  higher  than  in 
the  other  groups.  Thus  the  combined  (operative  and  per- 
cutaneous) complication  and  mortality  rate  was  much  greater 
for  external  drainage  than  for  internal  drainage. 

Patients'  results  were  classified  as  Good,  Fair,  or  Poor. 
Patients  were  classified  as  having  "good"  results  if  they 
had  returned  to  work,  had  no  further  pain  or  only  mild  pain 
not  requiring  narcotics,  and  had  no  recurrence  of  their  pseu- 
docyst. The  result  was  classified  as  "fair"  if  the  patient 
required  continued  use  of  pain  medication  with  control  of 
pain  and  had  no  further  hospitalization  or  operation.  A 
"poor"  result  was  defined  as  requiring  re-operation  or  re- 
hospitalization  or  involving  continued  severe  pain  requiring 
narcotics.  Patients  undergoing  different  kinds  of  internal 
drainage,  including  cystogastrostomy,  cystojejunostomy, 
pancreatectomy,  and  cystoduodenostomy,  had  very  similar 
results:  59%  good,  25%  fair,  and  16%  poor.  Patients 
undergoing  external  drainage  had  poorer  long-term  results 
than  patients  undergoing  other  types  of  therapy.  Only  20% 
of  patients  had  good  long-term  results  after  external  oper- 
ative drainage. 

There  were  18  peripancreatic  collections  of  pus.  In  this 
study,  we  did  not  distinguish  between  an  infected  pancreatic 
pseudocyst  and  a  pancreatic  abscess  (see  discussion).  Six 
collections  were  drained  surgically;  12  were  drained  per- 
cutaneously.  All  resolved  without  mortality  or  significant 
morbidity  related  to  the  manner  of  drainage. 


Discussion 


The  exocrine  pancreas  secretes  into  the  gut  on  demand  some 
20  proteins  necessary  for  digestion.  Autodigestion  is  pre- 
vented by  a  variety  of  safeguards.  Proteins,  lipase,  co-li- 
pase,  phospholipase  A.  and  proteolytic  agents  probably  ac- 
count for  the  edema,  tissue  destruction,  fat  necrosis,  and 
other  metabolic  disorders  and  eventual  mortality  in  the  se- 
verely ill  patients.  In  our  study,  the  clinical  presentation  of 
abdominal  pain,  nausea  and  vomiting,  and  an  elevated  serum 
and/or  a  urine  amylase  established  the  diagnosis,  although 
some  of  the  most  severe  cases  had  normal  serum  amylases, 
presumably  on  the  basis  of  near  total  pancreatic  destruction. 
Beyond  that,  the  concentration  of  serum  amylase  had  little 
prognostic  significance  other  than  to  indicate,  if  elevated, 
continued  pancreatic  inflammation. 

Our  study  confirmed  the  value  of  Ranson's  criteria.  We 
agree  that  special  attention  is  needed  for  patients  with  more 
than  three  criteria  positive,  in  view  of  the  28.6%  mortality 
noted  in  this  group.  We  would  recommend  a  computed 
tomographic  study  in  all  such  patients.  Computed  tomog- 
raphy is  currently  the  radiologic  examination  of  choice  in 


patients  suspected  of  having  complicated  acute  pancreatitis. 
CT  is  reliable  in  identifying  and  locating  fluid  collections 
and  complicated  inflammatory  masses  associated  with  acute 
pancreatitis.  CT  evaluates  the  entire  abdomen,  including  the 
deep  pelvic  recesses,  giving  an  accurate  appraisal  of  the  full 
extent  of  the  inflammatory  process. 

The  concept  of  introducing  a  dialysis  catheter  in  the  in- 
fraumbilical  position  to  dilute  out  noxious  substances  seems 
attractive  in  theory  but  has  been  challenged  by  a  number  of 
recent  studies."'  Mayer,  et  al*  have  recently  completed  a 
multicenter  study  in  which  46  patients  were  assigned  to  the 
control  group  and  45  to  the  lavage  group.  There  were  13 
deaths  (28%)  and  16  patients  with  major  complications  (35%) 
in  the  control  group  compared  with  12  deaths  (27%)  and 
17  patients  with  major  complications  (38%)  in  the  lavage 
group.  Lavage  did  not  appear  to  modify  the  length  of  sur- 
vival, or  the  incidence  of  peripancreatic  collections  (pseu- 
docysts and  abscesses).  Mayer  did  find  the  use  of  lavage  to 
be  helpful  in  establishing  the  diagnosis  of  acute  fulminant 
pancreatitis,  correctly  identifying  90%  of  the  patients,  most 
of  whom  died  or  underwent  pancreatic  necrosis.^ 

Balldin  et  al  in  a  study  aimed  primarily  at  determining 
the  usefulness  of  aprotinin  in  the  lavage  fluid  incidentally 
also  found  no  improvement  in  results  with  lavage  without 
aprotinin.''  Our  data  do  not  support  the  use  of  lavage  since 
all  of  the  deaths  among  our  patients  occurred  as  a  result  of 
the  late  sequelae  of  pancreatitis,  not  in  the  early  phases 
where  lavage  has  reportedly  had  its  greatest  efficacy.  Whether 
the  frequency  of  complications  (necrosis,  abscess,  pseu- 
docysts) would  have  been  lowered  by  lavage  we  cannot  say; 
however,  our  incidence  of  these  appears  to  be  consistent 
with  the  findings  of  others.'' '" 

This  leads  to  two  questions:  what  is  the  best  way  to  follow 
patients  who  have  acute  pancreatitis;  and  when  complica- 
tions develop,  what  is  appropriate  management?  Fluid  can 
be  identified  quite  reliably  on  CT  scan  by  virtue  of  location 
or  density.  Collections  appropriate  for  percutaneous  drain- 
age include  pseudocysts,  infected  pseudocysts,  and  pan- 
creatic abscesses.  Recent  reports  suggest  at  least  80%  of 
patients  with  pseudocysts  and  70%  of  patients  with  pan- 
creatic abscesses  can  be  cured  with  non-operative  percu- 
taneous drainage.""  Patients  with  pancreatic  abscesses  not 
cured  by  catheter  drainage  are  often  temporarily  improved, 
allowing  more  elective  definitive  treatment. 

Our  data  indicate  that  liquid  pus,  regardless  of  etiology 
(infected  pseudocyst  vs  pancreatic  abscess),  is  best  handled 
by  external  drainage.  In  view  of  the  success  and  low  mor- 
bidity, percutaneous  catheter  drainage  is  recommended.  It 
is  of  secondary  importance  whether  the  pus  originates  in  a 
secondarily  infected  pseudocyst  or  derives  from  liquefaction 
of  infected  pancreas.  A  preliminary  needle  aspiration  and 
culture  is  useful  in  establishing  the  diagnosis,  but  may  not 
always  be  accurate.  Surgical  drainage  should  be  reserved 
for  (a)  a  percutaneous  route  involving  other  organs  or  the 
pleural  space;  (b)  pus  too  thick  to  drain  using  a  percuta- 
neously  placed  catheter;  (c)  associated  conditions  such  as 


214     NCMJ  /  April  1987.  Volume  48.  Number  4 


ascitic  fluid  with  high  amylase  content  which  may  be  evac- 
uated surgically  in  conjunction  with  drainage;  and  (d)  pres- 
ence of  necrotic  tissue,  or  at  least  a  situation  in  which  it 
cannot  be  reliably  ruled  out. 

A  pancreatic  phlegmon  represents  diffuse  swelling  of  the 
pancreas  secondary  to  edema  and  inflammatory  cell  infil- 
tration, and  it  is  not  of  drainable  consistency.  Foci  of  ne- 
crosis may  be  present  as  well.  On  CT,  phlegmons  most 
commonly  appear  as  irregular  masses  with  attenuation  val- 
ues greater  than  water.  However,  appearances  are  variable 
and  there  are  no  pathognomonic  morphologic  or  density 
appearances.  Peripancreatic  extension  is  not  uncommon. 
Devitalized  glandular  tissue  and  fluid  are  the  main  com- 
ponents of  a  necrotic  gland.  The  early  CT  appearances  of 
pancreatic  necrosis  are  often  indistinguishable  from  a  phleg- 
mon within  the  pancreatic  bed.  With  time  the  overall  internal 
density  of  the  necrotic  gland  decreases.  The  entire  gland  is 
typically  affected,  being  diffusely  enlarged  but  maintaining 
a  pancreatoform  configuration.  A  thick  soft-tissue  rim  may 
be  seen  surrounding  the  lower  density  necrotic  gland. 

Percutaneous  needle  aspiration  is  the  only  quick  and  re- 
liable way  of  diagnosing  a  superinfected  necrotic  gland. 
Percutaneous  aspiration  should  only  be  performed  when  a 
safe  access  route  can  be  identified.  Such  a  route  can  often 
be  found  using  CT  guidance .  The  absence  of  culture-positive 


results  does  not  rule  out  infection,  and  careful  review  of  the 
overall  clinical  course  is  necessary.  While  fluid  and  pus 
have  been  successfully  drained  percutaneously,  the  residual 
semisolid  material  within  a  necrotic  gland  often  requires 
surgical  evacuation.  In  such  cases,  percutaneous  drainage 
may  be  of  benefit  as  a  temporizing  measure  in  a  critically 
ill  patient  allowing  later  surgical  debridement  in  a  more 
stable  setting. 

The  surgical  exposure  we  favor  is  through  a  transverse 
upper  abdominal  incision  as  described  by  Bolooki,  et  al  '* 
and  Bradley,  et  al.""'  The  lesser  sac  is  entered  through  the 
greater  omentum  and  the  pancreas  is  exposed  (figure  4). 
The  necrotic  pancreas  may  be  either  black  in  the  case  of 
hemorrhagic  pancreatitis  or  putty  gray  if  significant  hem- 
orrhage has  not  occurred.  In  either  event,  the  necrotic  ma- 
terial is  gently  debrided  using  finger  fracture  with  sharp 
dissection  used  only  sparingly.  The  adjacent  mesenteric  and 
splenic  vessels  are  extremely  friable  as  is  the  remaining 
inflamed  but  viable  pancreas,  and  care  must  be  taken  not 
to  create  hemorrhage.  One  of  the  operative  deaths  in  this 
series  died  with  massive  uncontrollable  bleeding  and  sec- 
ondary coagulopathy.  A  cholecystostomy  tube  is  placed  to 
divert  bile  from  the  duodenum  and  to  decompress  the  biliary 
system  in  the  event  edema  or  resulting  fibrosis  causes  nar- 
rowing of  the  intrapancreatic  portion  of  the  common  duct. 


^ 
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l=igure  4.  Location  of  abdominal  incision  and  technique  of  exposure  employed  by  the  authors  for  "marsupialization"  of  the 
lesser  sac. 
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A  gastrostomy  tube  is  placed  since  many  of  these  patients 
require  long-term  gastric  suction.  A  feeding  jejunostomy  is 
placed  to  allow  postoperative  alimentation.  Because  of  the 
risk  of  intermittent  bacteremia  in  these  patients  it  is  desirable 
to  reduce  the  number  of  vascular  cannulas.  Sump  drains  are 
placed  in  the  pancreatic  bed  to  remove  any  fluid  collection 
and  for  purposes  of  irrigation.  They  are  usually  removed  in 
48  hours  to  avoid  erosion  into  adjacent  structures. 

To  allow  continued  access  in  the  postoperative  period  for 
daily  debridement  and  irrigation  of  the  pancreatic  bed,  the 
abdomen  is  left  open.  To  prevent  evisceration,  the  greater 
curvature  of  the  stomach  is  sutured  to  the  upper  edge  of  the 
incision  and  the  transverse  colon  is  sutured  to  the  lower 
edge.  Portions  of  the  omentum  are  used  to  obliterate  the 
angles.  If  the  preoperative  diagnosis  of  necrotic  pancreas  is 
in  error  and  only  phlegmon  is  encountered,  as  was  the  case 
in  ten  of  our  patients,  the  same  operation  is  performed  except 
the  abdomen  is  closed  and  no  debridement  is  performed. 
Three  of  the  10  patients  were  dramatically  improved  fol- 
lowing evacuation  of  amylase-rich  brown  cloudy  fluid  from 
the  retrogastric  space  while  the  remaining  seven  gradually 
improved.  In  these  it  was  less  apparent  that  the  operation 
was  particularly  beneficial;  on  the  other  hand,  it  was  ac- 
complished with  no  mortality. 

In  view  of  the  09c  mortality  and  low  morbidity  when 
operating  in  error  on  pancreatic  phlegmon,  versus  the  dis- 
astrous outcome  of  non-operative  therapy  for  necrotic  and/ 
or  infected  pancreas,  we  feel  strongly  that  in  simations  where 
the  diagnosis  is  in  doubt,  exploration  should  be  strongly 
considered.  All  patients  should  receive  at  least  one  CT  scan 
upon  admission  to  the  hospital,  with  7-10  day  follow-up  as 
appropriate.  High  risk  patients  with  more  than  four  Ranson 
criteria  positive,  or  patients  whose  condition  is  worsening, 
need  frequent  follow-up  with  scan  so  that  prompt  percuta- 
neous or  surgical  intervention  may  be  instituted.  ■ 
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In  the  past  the  majority  of  clinical  decisions  were  made  by 
one  doctor.  The  information  underlying  a  decision  was  ob- 
tained from  a  few  sources,  the  most  expensive  being  ex- 
amination by  conventional  x-ray.  Today  the  doctor  must 
choose  among  a  number  of  expensive  methods:  routine  x- 
rays,  cineradiology,  isotopic  visualization,  computer  as- 
sisted tomographic  scans  and  magnetic  resonance  imaging. 
There  are  multiple  clinical  approaches  to  a  given  diagnosis. 
At  what  point  will  new  information  be  definitive  enough  to 
alter  the  clinical  decision  pattern  that  has  been  developed 
from  the  history,  physical  examination,  chemical  laboratory 
screen,  chest  plate  and  electrocardiogram,  and  be,  as  a  con- 
sequence, cost  effective?  To  be  worth  the  expense,  each 
additional  test  must  supply  enough  new  information  to  cause 
the  doctor  to  vary  from  the  course  originally  selected  on  the 
basis  of  tests  previously  performed.  In  this  more  complex 
environment  three  areas  need  to  be  examined. 

1.  How  do  we  make  rational  clinical  decisions  and  can 
we  do  it  better? 

2.  How  do  we  maximize  the  probability  of  favorable  clin- 
ical outcomes  for  individual  patients,  yet  at  the  lowest  pos- 
sible cost? 

3 .  If  we  accept  the  premise  that  we  are  approaching  limits 
on  aggregate  expenditure,  then  it  is  clear  that  the  money 
spent  for  one  purpose  will  not  be  available  for  another.  At 
that  point  some  issues  will  certainly  become  matters  of 
public  policy.  It  will  be  important  to  our  patients  that  we 
contribute  to  those  policies;  the  question  is,  how? 


Clinical  Decision  Making" 

In  1978  Herb  Simon  was  awarded  the  Nobel  Prize  in  eco- 
nomics for  pioneering  research  on  how  corporations  make 
decisions.  This  work  challenged  the  theory  of  organizational 
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behavior  that  was  developed  in  the  first  half  of  this  century 
—  a  theory  which  held  that  corporate  decisions  were  made 
by  a  single  omnipotent  entrepreneur.  He  substituted  a  theory 
of  multiple  decision  makers  —  a  group  —  where  choices 
were  limited  by  uncertainty,  biased  by  personal  ties  between 
decision  makers,  and  influenced  by  ethical  concerns.  He 
portrayed  corporate  action  as  a  compromise  between  points 
of  view  —  designed  to  produce  a  satisfactory  result,  not 
necessarily  the  best  —  and  focused  on  short-term  or  at  best 
intermediate  gain,  rather  than  on  distant  goals. 

The  intriguing  aspect  of  this  story  is  that  Simon's  Nobel 
Prize  was  awarded  in  economics  while  his  research  was  in 
cognitive  psychology.  More  specifically,  it  was  on  how  the 
central  nervous  system  functions  as  an  information  proces- 
sor. His  papers  provided  the  experimental  basis  for  current 
understanding  of  pattern  recognition.  Well  documented  in 
his  work  are  the  remarkable  differences  between  people's 
capacities  for  short-  and  long-term  memory,  and  the  ob- 
servation that  intellectual  processes  such  as  decision  making 
operate  on  data  stored  in  short-term  memory  —  at  least  for 
the  interval  of  time  that  decisions  are  made.  It  is  to  Simon 
and  his  colleagues  that  we  owe  much  of  the  theory  that 
underpins  recent  research  on  artificial  intelligence. 

We  make  decisions  with  the  nervous  system,  and  I  submit 
that  how  the  nervous  system  works,  and  what  its  limitations 
are,  are  relevant.  Simon's  work  and  ample  subsequent  evi- 
dence suggest  that  our  brains  are  not  built  to  hold  simul- 
taneously in  short-term  memory  more  than  five  to  seven 
discrete  facts  for  processing.  As  a  consequence  the  system 
is  not  designed  to  sort  through  a  large  prior  experience  — 
to  match  one's  current  patient  with  those  of  similar  descrip- 
tion —  and  to  compare  benefits  and  risks  resulting  from 
one  or  more  modes  of  therapy. 

With  many  patients  we  probably  collect  more  data  than 
we  can  effectively  use  in  decision  making,  and  our  capacity 
to  recall  a  significant  number  of  patients  who  are  truly  like 
the  current  patient  is  limited.  At  least  in  part  these  limitations 
of  the  nervous  system  have  attracted  many  to  computers, 
as  an  extension  of  our  memory,  to  help  identify  prognos- 
tically  significant  variables,  to  perform  pattern  recognition. 
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and  to  recall  and  codify  the  outcomes  of  one  therapy  versus 
another. 

Sir  William  Osier,  in  his  valedictory  address  to  the  Uni- 
versity of  Minnesota's  class  of  1892,  wrote,  "Start  with  the 
conviction  that  absolute  truth  is  hard  to  reach  about  our 
fellow  creatures  —  healthy  or  not  —  that  slips  in  observation 
are  inevitable,  and  that  errors  of  judgement  must  occur  in 
the  practice  of  an  art  which  consists  largely  of  balancing 
probabilities.  ..." 

We  can  trace  at  least  to  Osier  that  physicians  deal  most 
of  the  time  with  observations  and  test  results  that  are  prone 
to  error,  and  with  uncertainty  about  prognosis.  As  a  con- 
sequence, we  have  always  used  probabilities,  either  con- 
sciously or  unconsciously. 

When  the  choice  was  between  one  diagnostic  test  and 
none,  or  between  the  only  treatment  and  none,  probabilities 
sorted  themselves  into  reasonably  distinct  categories  and 
could  be  handled  without  much  precision  or  complex  al- 
gorithms. 

But  for  us  the  situation  is  more  complicated.  For  one 
thing,  we  simply  have  many  more  alternatives  from  which 
to  choose.  For  another,  many  diagnostic  tests  are  not  de- 
finitive and  their  information  contents  overlap.  In  practice, 
the  utility  of  most  tests  is  not  so  much  a  question  of  their 
predictive  accuracy,  viewed  in  isolation,  but  rather  the  ex- 
tent to  which  a  given  result  changes  the  likelihood  of  a 
disease  from  its  pretest  probability.  Many  of  these  comments 
are  equally  germane  to  therapy;  there  are  risks  that  must  be 
considered  and  sometimes  new  problems  are  introduced  by 
therapy. 

It  seems  to  me  that  the  ultimate  compliment  to  the  medical 
profession  is  that  complexity  and  uncertainty  are  dealt  with 
and  that  most  problems  are  solved  appropriately.  However, 
there  is  a  basis  for  thinking  we  can  do  better  and  perhaps 
at  lower  cost. 

Decision  Anaiysis^->' 

Shortly  after  World  War  U,  the  need  to  make  complex 
decisions  and  the  availability  of  methods  to  aid  the  process 
gave  birth  to  a  new  discipline  called  decision  analysis.  In- 
itially used  in  such  seemingly  disparate  fields  as  military 
strategic  planning  and  game  theory,  this  new  discipline  rep- 
resented a  marriage  of  cognitive  psychology,  data  process- 
ing, statistics  and  artificial  intelligence.  Business  embraced 
this  new  approach,  and  nearly  every  respected  MBA  pro- 
gram in  our  country  now  provides  a  heavy  dose  of  decision 
analysis  in  its  curriculum. 

In  1959  a  paper  was  published  in  Science,  "Reasoning 
Foundations  for  Medical  Diagnosis,"  the  first  I  think  to 
focus  on  the  use  of  symbolic  logic,  probabilities  and  utility 
theory  to  understand  medical  decisions. 

Just  a  year  later.  Homer  Warner  presented  an  address  to 
the  American  Heart  Association  titled  "A  Mathematical 
Approach  to  Medical  Diagnosis:  Application  to  Congenital 
Heart  Disease. ' '  Warner  was  the  one  to  introduce  cardiology 


to  decision  sciences.  His  most  recently  published  paper  is 
titled,  "Physician  Oriented  Applications  of  Artificial  Intel- 
ligence." 


Figure  1 

Figure  I  is  a  decision  tree  adapted  from  one  published  in 
the  Annals  of  Internal  Medicine  a  few  years  ago  and  dealing 
with  choice  about  treating  coronary  disease.  In  principle, 
decision  analysis  is  nothing  more  than  an  effort  to  formalize 
the  process  of  making  choices;  and  it  is  most  useful  when 
choices  are  complex  and  surrounded  by  uncertainty.  De- 
cision analysis  asks  its  user  ( 1 )  to  be  explicit  in  segmenting 
a  complex  problem  into  component  events  and  possible 
actions,  (2)  to  be  inclusive  by  considering  all  potential  out- 
comes, good  and  bad,  (3)  to  be  quantitative  in  the  sense 
that  probabilities  should  be  specified  for  all  important  out- 
comes, and  (4)  to  be  qualitative  by  expressing  on  some 
scale  the  utility  or  preference  for  each  outcome. 

For  each  branch  of  a  tree  there  is  a  solution  or  expected 
value,  which  is  a  product  of  the  probability  of  that  outcome 
and  the  utility  associated  with  that  outcome.  Collectively, 
the  solutions  of  a  decision  tree  may  be  prescriptive,  sug- 
gesting a  choice  that  maximizes  the  probability  of  the  desired 
outcome. 

It  is  not  my  purpose  to  try  to  persuade  you  that  decision 
analysis  has  reached  a  level  of  maturity  that  would  make  it 
practical  in  the  everyday  clinical  setting:  it  has  not.  But  this 
should  not  detract  from  the  intrinsic  value  of  subjecting 
decision  making  to  critical  analysis,  or  from  our  continuing 
responsibility  to  capture  experience  in  a  form  suitable  for 
decision  analysis. 

Consider  for  a  moment  the  resources  (human  and  fiscal) 
devoted  over  the  last  decade  or  two  to  outcome-oriented 
clinical  cardiovascular  research.  For  example:  studies  to 
determine  the  predictive  accuracy  of  non-invasive  tests;  the 
appropriate  timing  of  surgical  intervention  in  congenital  heart 
disease;  the  benefits  and  risks  of  one  prosthetic  heart  valve 
versus  another;  the  choice  between  medical  and  surgical 
therapy  for  subgroups  of  patients  with  coronary  disease;  the 
question  of  whether  to  pace  or  not  in  patients  with  repeated 
syncope;  and  the  related  questions  of  what  constitutes  an 
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adequate  diagnostic  evaluation,  and  what  to  do  in  the  ab- 
sence of  diagnostic  certainty. 

The  most  important  thing  to  remember  is  the  complexity 
of  decisions  we  make  and  the  degree  of  uncertainty  that 
prevails  about  an  outcome  when  a  series  of  complex  deci- 
sions are  linked  together.  We  are  fortunate  that  cardiology 
has  made  a  commitment  to  quantify  the  accuracy  of  obser- 
vations and  to  document  the  outcome  of  therapeutic  deci- 
sions. Recently  published  studies  dealing  with  coronary  by- 
pass surgery  and  with  the  evaluation  of  patients  with  syncope 
graphically  illustrate  the  potential  of  decision  analysis:  to 
integrate  what  we  have  learned,  to  deal  objectively  with 
uncertainty,  to  estimate  the  utility  of  particular  choices,  and 
to  consider  the  variability  of  patients"  preferences  when 
important  outcomes  are  at  stake. 


Cost'^ 

We  are  also  concerned  with  the  issue  of  cost.  A  few  years 
ago  1  made  a  transition:  relinquishing  the  post  as  Chief  of 
Cardiology  at  Duke  to  assume  responsibilities  as  chief  ex- 
ecutive officer  of  the  hospital.  As  a  cardiologist  I  took  great 
pride  in  a  compulsive  evaluation  of  my  patients,  and  1  tried 
to  instill  that  philosophy  in  our  trainees.  The  patient  with 
angina  typically  got  a  treadmill,  nuclear  scans  and  cathet- 
erization. The  patient  with  a  history  of  arrhythmia  got  an 
exercise  test,  Holter  monitor,  an  electrophysiologic  study 
and  sometimes  more.  It  was  satisfying  to  dictate  a  discharge 
summary  with  "all  the  data,"  and  in  a  vague  way  I  felt 
that  this  approach  was  good  for  the  hospital  and  for  the 
department  in  financial  terms. 

But  the  approach  I  espoused  was  being  challenged.  For 
example,  results  of  treadmill  testing  and  nuclear  scans  added 
little  prognostic  information  for  the  patient  with  typical  an- 
gina who  would  be  catheterized  anyway.  Conversely,  the 
angiogram  seldom  changed  therapeutic  strategies  in  patients 
with  atypical  pain,  good  exercise  tolerance  and  negative 
scans.  Electrophysiologists  clarified  the  cause  of  syncope 
in  only  a  third  or  fewer  of  the  patients  with  non-diagnostic 
ECGs  and  ambulatory  recordings. 

With  the  introduction  of  fixed  reimbursement  by  Medi- 
caid and  by  Medicare,  we  all  have  had  to  deal  with  major 
institutional  consequences  of  work-ups  where  there  is  a  con- 
sistent pattern  of  cost  in  excess  of  prospectively  set  reim- 
bursement. How  do  we  decide  if  the  expected  value  of  a 
test  justifies  its  cost? 

Even  without  considering  cost,  I  think  we  can  agree  that 
(as  suggested  by  figure  2)  for  any  diagnostic  test  to  be  of 
value  it  should  satisfy  at  least  two  criteria:  the  test  should 
convey  incremental  information  that  changes  the  pretest 
probabilty  of  disease  or  clarifies  its  severity;  and  the  degree 
of  change  in  probability  should  be  sufficient  to  affect  some 
subsequent  decision. 

It  is  important  to  recall  here  that  decision  analysis  is 
more  than  just  statistics;  it  embraces  another  set  of  consid- 
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Figure  2 

erations  which  in  the  jargon  of  the  disciplme  is  called  utility 
theory.  It  is  here  that  all  possible  outcomes  good  and  bad 
are  considered,  and  their  relative  values  are  integrated  to 
answer  the  question:  what  is  the  expected  value  of  the  test 
or  treatment?  When  overall  benefit  is  quantified  it  can  be 
compared  to  cost  —  or  to  reimbursement  —  and  ratios  of 
benefit  to  cost  for  various  alternatives  can  be  compared. 

Let  me  paraphrase  the  question  I  posed  earlier:  can  we 
improve  on  the  intuitive  process  of  making  decisions  to 
maximize  the  probability  of  preferred  outcomes  while  at  the 
same  time  reducing  cost?  1  believe  the  answer  is  yes.  I  am 
not  an  advocate  of  replacing  with  computers  the  remarkable 
capacity  of  experienced  physicians  to  make  judgments.  But 
the  complexity  of  some  decisions,  the  availability  of  ob- 
jective data  from  a  host  of  relevant  experiences,  the  ability 
to  update  these  experiences  over  time  and  to  apply  the  tech- 
niques of  decision  science,  offer  real  promise  of  augmenting 
what  in  the  end  will  always  be  clinical  judgment. 

In  addition,  the  potential  to  reduce  cost  is  real  because 
nearly  every  line  of  evidence  —  intuitive  and  analytic  — 
suggests  that  significant  dollars  are  being  spent  collecting 
data  that  don't  really  help  make  therapeutic  decisions,  and 
for  some  patients  very  large  amounts  of  money  are  spent 
on  therapy  that  doesn't  really  alter  the  outcome  of  end  stage 
disease. 

Cost  Effective  Evaluation"  '^ 

To  this  point,  I  have  focused  on  how  physicians  make  de- 
cisions regarding  individual  patients,  optimizing  outcomes 
and  attempting  where  possible  to  eliminate  unnecessary  tests 
in  the  interest  of  reducing  cost.  The  definition  of  cost  ef- 
fectiveness (Figure  3,  next  page)  introduces  something  new: 
a  given  level  of  resources  implies  '  'a  limit,"  and  aggregate 
health  benefit  implies  that  decisions  on  how  to  use  those 
resources  will  be  guided  by  what  is  in  the  best  interest  of 
a  group  or  population. 

The  national  debt,  predicted  bankruptcy  of  the  Medicare 
Trust  Fund,  and  the  speed  with  which  corporate  groups  are 
opting  for  pre-paid  health  maintenance  organizations  are 
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Cost  Effective  Evaluation 


For  any  given  level  of  tetoutces, 
which  dccisioiis  will  maximize  the 
aggregate  health  benefit  bx  the 
population  of  concern? 

Net  Cost :  Expected  Benefit :  Society 


Figure  3 

ample  evidence  that  in  the  minds  of  many,  resources  avail- 
able to  spend  on  health  are  approaching  a  limit.  If  and  when 
limits  are  reached,  questions  about  how  these  dollars  will 
be  spent  will  become  a  matter  of  public  policy. 

The  policy  makers  are  already  turning  to  analysts  and  to 
decision  science  for  advice.  I  serve  on  the  board  of  the 
Center  for  Health  Policy  at  Duke,  and  new  requests  for 
analyses  appear  monthly,  to  assess  this  technology  or  that, 
the  artificial  heart,  TPA,  screening  for  glaucoma,  cancer 
control,  mental  health,  to  name  just  a  few. 

The  bottom  line  of  these  requests  is  cost  effectiveness  — 
the  ratio  of  total  net  cost  to  expected  benefit  for  a  population: 
dollars  spent  for  each  month  or  year  of  quality  adjusted 
increase  in  life  expectancy.  Suppose  for  example  that  the 
American  Heart  Association  had  a  billion  dollars  and  only 
a  billion,  with  which  to  fund  programs  each  year.  Further, 
suppose  that  the  choices  offered  for  funding  were  an  arti- 
ficial heart  program,  a  detection  and  treatment  program  for 
hypertension,  and  an  anti-smoking  program.  Suppose  fur- 
ther that  with  a  billion  dollars  to  spend  every  year,  one  of 
these  programs  would  increase  average  life  expectancy  by 
one  week,  another  by  one  year  and  another  by  two  years 
for  every  American  who  reached  his  or  her  25th  birthday. 
Which  would  you  vote  for?  Which  is  in  the  best  interest  of 
today's  healthy  population  and  of  future  generations? 

These  kinds  of  questions  are  being  asked  in  the  context 
of  public  policy  and  with  the  threat  of  limits  on  aggregate 
expenditure.  What  should  be  our  position  as  individual  phy- 
sicians and  as  members  of  the  AHA? 

Cardiology  has  an  enormous  opportunity  and  responsi- 
bility to  help  answer  these  questions.  How  do  we  do  it? 

We  can  start  by  accepting  even  more  broadly  than  we 
already  have  that  the  evaluation  and  treatment  of  every 
patient  is  a  clinical  experiment;  that  it  is  important  to  doc- 
ument baseline  characteristics,  the  results  of  diagnostic  tests, 
and  the  outcome  of  treatment,  good  or  bad. 

We  can  participate  more  fully  and  more  willingly  in  clin- 
ical trials  and  registries  that  address  important  clinical  prob- 
lems. 

We  can  encourage  our  students  to  become  informed  about 


decision  analysis  as  a  strategy  for  augmenting  their  own 
clinical  judgment  as  well  as  an  opportunity  to  shape  im- 
portant policies  that  seem  certain  to  influence  their  practice. 
Finally,  we  have  a  choice  in  how  we  respond  to  the  cost 
conscious  era  of  clinical  decision  making.  We  can  view  it 
as  a  threat  or  even  as  an  onerous  breach  of  our  social  contract 
with  patients,  or  we  can  use  it  as  a  stimulus  to  improve  our 
teaching,  to  cultivate  clinical  judgment,  to  avoid  unneces- 
sary testing,  to  counter  defensive  medicine  and  to  re-estab- 
lish public  trust  that  what  we  do  is  right  and  prudent.  If  we 
save  money  in  the  process,  that  will  be  a  dividend,  but  even 
if  we  don't  we  will  be  positioned  to  clarify  better  than  we 
can  now  the  consequences  and  trade-offs  of  policy  that  limits 
health  care  expenditures.  ■ 
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Before  prescribing,  see  complete  prescribino  Information  in  SK&F  CO. 
literature  or  PDR.ne  tollowmg  is  a  biier  summary 


WARNING 

This  drug  is  not  indicated  lor  initial  therapy  of  edema  or  hypenen- 
sion  Edema  or  hypertension  requires  therapy  titrated  to  the  inoividuai. 
!( this  comt)ination  represents  the  dosage  so  determined,  its  use 
may  be  more  convenient  in  patient  management  Treatment  of  hyper- 
tension and  edema  is  not  static,  but  must  be  reevaluated  as  con- 
ditions in  each  patient  warrant 


Contraindications:  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amilonde.  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component  or  olner  suifonamide- 
derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or  otherwise, 
unless  hypokalemia  develops  or  dietary  intake  of  potassium  is  markedly 
Impaired.  If  supplementary  polassium  is  needed,  potassium  tablets 
should  not  be  used.  Hyperkalemia  can  occur,  and  has  been  associated 
with  cardiac  irregularities,  it  is  more  likely  in  the  severely  ill,  with  urine 
volume  less  than  one  liter/day  the  elderly  and  diabetics  with  suspected 
or  conlirmed  renal  insufficiency  Periodically  serum  K*  levels  should  be 
determined  11  hyperkalemia  develops,  substitute  a  thiazide  alone,  restrict 
K^  intake  Associated  widened  ORS  complex  or  arrtiythmia  requires 
prompt  additional  therapy-  Thiazides  cross  the  placental  barrier  and 
appear  in  cord  blood  Use  in  pregnancy  requires  weighing  anticipated 
benefits  against  possible  hazards,  including  feiai  or  neonatal  laundice, 
thrombocytopenia,  other  adverse  reactions  seen  in  adults  Thiazides 
appear  and  triamterene  may  appear  in  breast  milk  II  their  use  is  essential, 
the  patient  should  stop  nursing  Adequate  intormaiion  on  use  in  children 
IS  not  available  Sensitivity  reactions  may  occur  in  patients  with  or  with- 
out a  historv  of  allergy  or  bronchial  asthma.  Possible  exacerbation  or 
activation  of  systemic  lupus  erythematosus  has  been  reported  with 
thiazide  diuretics 

Precautions:  Tfie  bioavailability  of  the  hydrochlorothiazide  component  of 
'Dyazide'  Is  about  50%  of  the  bioavailability  of  the  single  entity 
Theoretically,  a  patient  transferred  from  the  single  entities  of  triamterene 
and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure  or  (lutd 
retention  Similarly,  it  is  also  possible  that  ttie  lesser  hydrochlorothiazide 
bioavailability  could  lead  to  increased  serum  potassium  levels  However, 
extensive  clinical  experience  with  'Dyazide'  suggests  that  these  conditions 
have  not  been  commonly  observed  in  clinical  practice  Angiotensm- 
converting  enzyme  (ACE)  inhibitors  can  elevate  serum  potassium,  use 
with  caution  with  'Dyazide'  Do  periodic  serum  electrolyte  determinations 
(particularly  important  in  patients  vomiting  excessively  or  receiving 
parenteral  fluids,  and  during  concurrent  use  with  amphotericin  B  or 
corticosteroids  or  corticotropin  [ACTH])  Periodic  BUN  and  serum 
creatinine  determinations  should  be  made,  especially  in  the  elderly 
diabetics  or  those  with  suspected  or  confirmed  renal  insufficiency 
Cumulative  effects  of  the  drug  may  develop  in  patients  with  impaired  renal 
lunction  Thiazides  should  be  used  with  caution  m  patients  with  impaired 
hepatic  function  They  can  precipitate  coma  in  patients  with  severe  liver 
disease.  Observe  regularly  (or  possible  blood  dyscrasias,  liver  damage, 
other  Idiosyncratic  reactions  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  and  hemolytic  anemia  have  been  reported 
with  thiazides  Thiazides  may  cause  manifestation  of  latent  diabetes 
meilitus  The  effects  of  oral  anticoagulants  may  be  decreased  when 
used  concurrently  with  hydrochlorothiazide,  dosage  adiustmenis  may  be 
necessary.  Clinically  insignificant  reductions  in  arterial  responsiveness 
to  norepinephrine  have  been  reported  Thiazides  have  also  been  shown  to 
increase  the  paralyzing  effect  of  nondepolarizing  muscle  relaxants  such 
as  tubocurarlne  Triamterene  is  a  weak  folic  acid  antagonist  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly  Antihypertensive  effects 
may  be  enhanced  m  posl-sympatheciomy  patients  Use  cautiously  In 
surgical  patients  Triamterene  has  been  lound  In  renal  stones  in  associa- 
tion with  the  other  usual  calculus  components  Therefore,  Dyazide' 
should  be  used  with  caution  in  patients  with  histories  of  stone  formation 
A  few  occurrences  of  acute  renal  failure  have  been  reported  in  patients 
on  'Dyazide'  when  treated  with  indomethacin  Therefore,  caution  is 
advised  in  administering  nonsteroidal  anti-inflammatory  agents  with 
'Dyazide'  The  lollowing  may  occur  transient  elevated  BUN  or  creatinine 
or  both,  hyperglycemia  and  glycosuria  (diabetic  insulin  requirements  may 
be  altereol,  hyperuricemia  ano  gout,  digitalis  intoxication  (in  hypokalemia) 
decreasing  alkali  reserve  with  possible  metabolic  acidosis  'Dyazide 
interferes  with  fluorescent  measurement  of  quinidine.  Hypokalemia  is 
uncommon  with  Dyazide',  but  should  it  develop,  corrective  measures 
should  be  taken  such  as  potassium  supplementation  or  increased  dietary 
intake  of  potassium-rich  foods  Corrective  measures  should  be  instituted 
cautiously  and  serum  potassium  levels  determined  Discontinue  correc- 
tive measures  and  'Dyazide'  should  laboratory  values  reveal  elevated 
serum  potassium  Chloride  deficit  may  occur  as  well  as  dilutional 
hyponatremia  Concurrent  use  with  chlorpropamide  may  increase  the  risk 
of  severe  hyponatremia.  Serum  FBI  levels  may  decrease  without  signs 
of  thyroid  disturbance  Calcium  excretion  is  decreased  by  thiazides. 
'Dyazide'  should  be  withdrawn  before  conducting  tests  for  parathyroid 
function  Thiazides  may  add  to  or  potentiate  the  action  of  other  anti- 
hypertensive drugs  Diuretics  reduce  renal  clearance  of  lithium  and 
increase  the  risk  of  lithium  toxicity 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  headache, 
dry  mouth,  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other 
dermalological  conditions,  nausea  and  vomiting,  diarrhea,  constipation, 
other  gastrointestinal  disturbances,  postural  hypotension  imay  be 
aggravated  by  alcohol,  barbiturates,  or  narcotics]  fJecrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis,  nanthopsia  and  respiratory  distress 
including  pneumonitis  and  pulmonary  edema,  transient  blurred  vision, 
sialadenitis,  and  vertigo  have  occurred  with  thiazides  alone  Triamterene 
has  been  found  in  renal  stones  in  association  with  other  usual  calculus 
components  Rare  incidents  of  acute  interstitial  nephritis  have  been 
reported  Impotence  has  been  reported  in  a  lew  patients  on  'Dyazide', 
although  a  causal  relationship  has  not  been  established 

Supplied:  Dyazide'  is  supplied  as  a  red  and  white  capsule,  in  bottles  of 
1000  capsules;  Single  Unit  Packaoes  (unit-dose)  of  100  (intended  tor 
institutional  use  only);  in  Patient-Pak^  unit-of-use  bottles  of  100. 
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Effective  control  time  and  time  again' 

Effective  control  of  fasting  and  postprandial 
glucose — patient  after  patient,  meal  after  meal, 
year  after  year 

Insulin  when  its  needed 

insulin  levels  are  rapidly  elevated  in  response  to  a 
meal,  then  return  promptly  to  basal  levels  after  the 
meal  challenge  subsides. 

Timed  to  minimize  risks 

Rapidly  metabolized  and  excreted,  with  an 
excellent  safety  profile.'  As  with  all  sulfonylureas, 
hypoglycemia  may  occur. 


In  concert  with  diet  in  non-insulin- 
dependent  diabetes  mellitus 
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INDICATIONS  AND  USAGE  GLUCOTROL  is  mOicaieO  as  an  adiunci  to  diet  lor  trie  control  ol  nyperglycemia  in  patienis 
wiin  nQn-insLlm-aepenflent  diaPeles  meliitus  (NiDOM  type  II)  atter  an  adeQuale  inaJ  ol  dielarv  therapy  has  proved 
unsaiislaclory 

CONTRAINDICATIONS-  GLUCOTROL  'S  contramflicated  in  patienis  wiiri  known  hypersensitivity  to  Ihe  drug  or  with 
diaPelic  keloacidosis  with  or  without  coma  wfiich  should  be  treated  with  msuim 

SPECIAL  WARNING  ON  INCREASED  RISK  OF  CARDIOVASCULAfl  MOniALITY  The  adminltlrallDn  of  oral  hypogly- 
cemic drugi  hat  been  reported  lo  be  aisodaled  with  mcreaied  cardlovaicular  morbilty  at  compared  lo 
Ireatmenl  witti  diet  alone  or  diet  plui  insulin  This  warning  is  based  on  the  iludy  conducted  by  me  University 
Group  Diabetes  Prograri^  |UGDP).  a  lono-lerm  prospeclive  clinical  trial  designed  to  evaluate  the  eHectiveneis  ol 
glucDie-lowerlng  drugs  in  preventing  or  delaying  vascular  complications  m  patienis  with  non-msulin-dependenl 
diabetes  The  tludy  Involved  fl?3  patients  who  were  randomly  assigned  lo  one  of  lour  (reatmenl  gtoupt  [Dlibetes 
19,  tupp   2  747-S30.  1970) 

UGDP  reported  Ihat  pallenit  ttealed  tor  5  lo  S  years  wllh  diel  plus  a  fixed  dote  ot  lolDubmide  (1  S  grams  per  day) 
had  a  rate  of  cardiovascular  modality  approilmaiely  Z-l'Z  times  mat  ol  patients  Irealed  with  diet  alone  A 
tlgnillcant  increase  in  total  mortality  was  not  observed,  but  me  uie  of  tolbutamide  was  discontinued  Dated  on  itie 
increase  in  cardiovascular  morlalily.  mus  limiting  the  opporlunily  lor  the  study  to  show  an  increase  in  overall 
mortality  Despite  controversy  regarding  the  interpretation  of  these  'Bsulli.  the  hndlngs  ol  Ihe  UGDP  study  provide 
an  adequate  basis  lor  Ihls  warning  The  patieni  shoulil  be  inlormed  ol  the  polentlai  risks  and  advantages  ol 
GLUCOTROL  and  Of  alternative  modes  ol  merapy 

Although  only  one  drug  in  the  sulfonylurea  class  (tolbutamide!  was  included  in  Ihis  study,  it  it  prudent  from  a 
fatety  standpoint  lo  consider  that  this  warning  may  alto  apply  lo  other  oral  hypoglycemic  drugs  in  Ihit  clatt.  In 
view  of  meir  close  timilariliei  In  mode  of  action  and  chemical  ttructure 

PRECAUTIONS  Renal  and  Hepatic  Oitease  Trie  metabolism  and  excretion  of  GLUCOTROL  may  Oe  slowed  in  patienis 
with  impaiied  renal  and'or  nepaiic  lunciion  Hypoglycemia  may  be  pfoionged  m  such  patients  Should  il  occur 
Hypoglycemia  Alt  sulfonylureas  are  capable  of  producing  severe  hypofllycemia  Proper  palieni  selection,  dosage, 
and  instructions  are  imponani  to  avoid  hypoglycemia  Renal  or  hepatic  msufliciency  mav  increase  the  risk  ol 
hypoglycemic  reactions  Elderly  debilitated  or  malnourished  panenis  and  inose  with  adrenal  or  pituitary  msutticiency 
are  pariicularly  susceplipie  to  Ihe  hypoglycemic  action  ol  glucose-lowenng  drugs  Hypoglycemia  may  be  ditticull  to 
recognize  m  the  elderly  or  people  taking  bela-aOrenergic  blocking  drugs  Hypoglycemia  is  more  likely  lo  occur  when 
caloric  intake  is  deficient,  ailer  severe  or  prolonged  exercise,  wnen  alcohol  is  ingested,  or  when  more  than  one 
glucose-lowering  drug  is  used 

Lait  ol  Control  of  Blood  Glucoie  A  loss  ol  control  may  occur  in  diabetic  patients  exposed  to  stress  such  as  lever, 
trauma   inleciion  or  surgery  II  may  then  be  necessary  to  discontinue  GLUCOTROL  and  administer  insulin 
Laboratory  Teitt,  Blood  and  urine  glucose  should  be  monitored  periodically  Measurement  oi  glycosylated  nemo- 
giobin  may  be  useful 

Information  for  Pallentt:  Patients  shoulfl  be  informed  ot  me  potential  risks  and  advantages  ol  GLUCOTROL.  ol 
alternalive  modes  of  therapy  as  well  as  the  importance  ol  adhering  to  dietary  msiructions,  ot  a  regular  exercise 
program,  and  ol  regular  testing  ol  urine  and  oi  blood  glucose  Trie  risks  ot  hypoglycemia,  its  symptoms  and 
treatment,  anfl  conditions  that  predispose  to  its  development  sriould  be  explained  lo  patients  and  responsible  family 
members  Primary  and  secondary  failure  should  also  be  explained 

Drug  Inleraetloni  The  hypoglycemic  action  ot  sulfonylureas  may  be  poteniiaiefl  by  certain  drugs  including  non- 
steroidal anli-inflammaiory  agents  and  other  drugs  Ihat  are  highly  protein  bound  salicylates,  sulfonamides.  Chlo- 
ramphenicol probenecid  coumarins  monoamine  oiidase  mlibilors  and  Deia  adrenergic  blocking  agents  In  vitro 
Studies  indicate  thai  GLUCOTROL  binds  differently  than  lolbulamifle  and  does  not  interact  with  salicylate  or  dicumarol 
However  caution  must  be  exercised  m  extrapolating  these  lindmgs  lo  a  clinical  situaiion  Certain  drugs  tend  to 
produce  hyperglycemia  and  may  lead  to  loss  ol  control  including  the  thiazides  and  oiner  diuretics,  coriicosleroids, 
phenothiaiines  tnyroid  producis  estrogens  oral  contraceptives,  prienytoin  nicotinic  acid  sympatriomimelics, 
caicum  channel  blocking  drugs,  and  isomazid  A  potential  interaction  between  oral  miconazole  and  oral  nypogiycemic 
agents  leadmg  to  severe  hypoglycemia  has  been  reported  Whether  Ihis  interaction  also  occurs  wufi  Ihe  intravenous, 
topical   or  vaginal  preparations  ol  miconazole  is  not  known 

Carclnoganetls.  Mutageneilt,  Impairment  ol  Fertility:  A  20-monih  study  in  rats  and  an  18-month  study  m  mice  at 
doses  up  to  75  times  the  maiiimum  human  dose  revealed  no  evidence  ol  drug-related  carcinogenicity  Bacterial  and 
in  VIVO  mutagenicity  tests  were  umtormiy  negative  Studies  in  rals  of  both  sexes  at  doses  up  to  75  times  the  human 
dose  showed  no  eHects  on  teniiiiy 

Pregnancy;  Pregnancy  Category  C  GLUCOTROL  (glipizide)  was  found  to  be  mildly  letotoxic  in  rat  reproductive  studies 
at  all  dose  levels  (5-50  mg/kgi  This  fetoloxicity  fias  been  similarly  noted  with  other  sullonylureas,  such  as 
loibulamide  and  tolazamide  The  elteci  is  perinatal  and  Oeiieved  to  Oe  directly  related  to  trie  pharmacologic 
(hypoglycemic)  action  of  GLUCOTROL  In  studies  m  rats  and  rabbits  no  teratogenic  ellects  were  found  There  are  no 
adequate  and  wen  controlled  studies  m  pregnant  women  GLUCOTROL  should  be  used  during  pregnancy  only  il  the 
potential  benelit  lusiilies  the  potential  risk  to  the  telus 

Because  receni  mlormahon  suggesis  trial  abnormal  blood  glucose  levels  during  pregnancy  are  associated  with  a 
higher  incidence  ol  congenital  abnormalities  many  experts  recommend  that  msuim  be  used  during  pregnancy  lo 
maintain  biooO  glucose  levels  as  close  to  normal  as  possiOie 

Nonleratogenlc  Ettecti  Prolonged  severe  hypoglycemia  has  Oeen  reported  in  neonates  born  to  mothers  who  were 
receiving  a  sulfonylurea  drug  at  the  time  of  delivery  This  has  been  reporleO  more  Irequently  with  ine  use  ol  agents  with 
prolonged  riaiMives  GLUCOTROL  should  be  discontinued  at  least  one  month  before  the  expected  delivery  date 
Nurting  Mothen  Smce  some  sulfonylurea  drugs  are  known  to  be  excreted  m  human  milii.  msulin  therapy  should  be 
considered  n  nursmg  is  to  Oe  continued 

Pediatric  Use  Safety  and  effectiveness  m  children  nave  nol  been  established 

ADVERSE  REACTIONS  In  controlled  studies  trie  frequency  ol  serious  adverse  readions  reported  was  very  low  01 
702  pa'ienis   11  9%  reported  adverse  reactions  and  m  only  1  5"c  was  GLUCOTROL  discontinued 
Hypoglvcemli  See  PRECAUTIONS  and  OVERDOSAGE  sections 

Gattrolnlettlnal;  Gastrointestinal  disturbances,  the  most  common,  were  reported  with  the  following  approximate 
incidence  nausea  and  diarrhea,  one  in  70,  constipation  and  gastralgia,  one  in  100  Tneyappear  to  be  dose-related  and 
may  disappear  on  division  or  reduction  of  dosage  Chloestatic  laundice  may  occur  rarely  with  sulfonylureas 
GLUCOTROL  Should  be  discontinued  if  this  occurs 

Dermatologlc  Allergic  skm  reactions  mciuOmg  ervthema  morbiHilorm  or  macuiopapular  eruptions  urticaria 
pruritus  and  eczema  have  been  reported  m  about  one  m  70  patients  These  may  be  transient  and  may  disappear 
despite  coriinued  use  ol  GLUCOTROL.  il  skin  reactions  persist  the  drug  sfiouid  Oe  discontinued  Porphyria  cutanea 
tarda  and  photosensitivity  reactions  have  been  reported  with  sullonylureas 

Hematologic:  Leukopenia  agranulocytosis  thrombocytopenia,  hemolytic  anemia,  aplastic  anemia,  and  pan- 
cytopenia have  Been  reported  with  sulfonylureas 

Maubollc.  Hepatic  oorphyna  and  disuldram-like  alcohol  reactions  have  been  reported  wiin  sullonylureas  Clinical 
experience  to  date  rias  shown  mat  GLUCOTROL  has  an  exiremely  low  incidence  ol  disulfiram-iike  reactions 
EniJocrina  Raactioni  Cases  oi  hyponatremia  and  trie  syndrome  o'  inappropriate  antidiuretic  hormone  (SIAOH) 
secretion  have  been  reported  with  Ihis  and  other  sullonylureas 

Mlicellaneout  Dizziness  drowsiness  and  headache  have  been  reported  m  about  one  m  liliy  patients  treated  with 
GLUCOTROL   They  are  usually  transient  and  seldom  require  discontinuance  ol  therapy 

OVERDOSAGE:  Overdosage  of  sulfonylureas  mciudmg  GLUCOTROL  can  produce  hypoglycemia  II  hypoglycemic 
coma  IS  diagnosed  or  suspected  the  patient  shtujid  be  given  a  rapid  intravenous  miection  of  concentrated 
l50°ol  glucose  solution  This  should  Oe  followed  by  a  continuous  miusioriot  a  more  diiiute  (10%)  glucose  solution  at  a 
rate  Ihat  will  maintain  the  blood  glucose  at  a  level  above  100  mg  dL  Panems  should  be  cioseiy  monitored  lor  a 
minimum  of  2i  to  AS  hours  smce  hypoglycemia  may  recur  alter  apparent  clmical  recovery  Clearance  ol  GLUCOTROL 
Itom  plasma  would  be  prolonged  m  persons  with  iiver  disease  Because  ot  the  extensive  protein  binding  ol 
GLUCOTROL  Igiipuide)  diaiysrs  is  unlikely  to  be  of  Oenelit 

DOSAGE  AND  ADMINISTRATION  There  is  no  lixed  dosage  regimen  tor  the  management  ol  diabetes  meliilus  with 
GLUCOTROL  n  general  ii  should  be  given  approximately  30  minutes  before  a  meal  to  achieve  the  greatest  reduction 
in  postprandial  hyperglycemia 

Initial  Doie  The  recommended  starting  dose  is  5  mg  before  breaKlast  Geriatric  patients  or  those  with  liver  disease 
may  be  started  on  2  5  mg  Oosage  adiustments  should  ordinarily  be  m  increments  of  2  5-5  mg,  as  determined  by 
blood  glucose  response  At  least  several  days  sriouid  elapse  between  titration  steps 
Maximum  Ooit'  The  maximum  recommended  total  daily  dose  is  40  mg 

Maintenance   Some  patients  may  be  effectively  contfolled  on  a  once-a-day  regimen   while  oifters  show  better 
response  with  divided  dosmg  Total  daily  doses  above  15  mg  should  ordmaniy  Oe  divided 
HOW  SUPPLIED:  GLUCOTROL  is  available  as  white  dye-lree,  scored  diamond-shaped  tablets  imprinted  as  lollows 
Smgtabiet— PIrier  411  (NDC  5  mgO0')9-41)O-66)  Bottles  01100,10  mg  tablet— Pfizer  412 INDC 10  hig0049-4120-65) 
Bottles  of  100 

CAUTION  federal  law  prohibits  dispensing  without  prescription 
More  dablled  proletilonal  Inlormallon  avaltable  on  roQuatl, 
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When  Your  Patient  Decides  To  Die 


Robert  J.  Sullivan,  Jr.,  M.D. 


The  conference  topic  was  the  patient's  right  to  refuse  life- 
sustaining  treatment.  As  I  sat  listening  to  the  guest  lecturer, 
my  thoughts  turned  to  a  patient  1  had  cared  for  several  years 
earlier. 

Mrs.  M.  had  had  a  wonderful  life.  Bom  early  in  the 
century,  she  was  a  graduate  of  a  top  university  and  enjoyed 
a  successful  career  in  publicity  and  marketing.  She  had  been 
married  twice.  She  had  no  children  and  all  of  her  family 
were  now  gone. 

Her  health  had  been  superb  until  vaginal  bleeding  led  to 
a  diagnosis  of  uterine  cancer.  Subsequent  surgery  revealed 
widespread  metastasis.  She  received  radiation  therapy  twice 
for  recurrences.  The  first  bowel  obstruction  was  one  year 
later  and  resolved  spontaneously.  A  second  obstruction  led 
to  surgery  where  diffuse  severe  radiation  fibrosis  was  dis- 
covered. Fortunately,  all  evidence  pointed  to  cure  of  the 
cancer.  Three  months  later,  she  obstructed  again.  It  was 
then  that  she  took  matters  firmly  in  her  own  hands. 

First  she  refused  any  diagnostic  tests.  Then  she  decided 
to  discontinue  intravenous  fluids.  The  medical  staff  was 
abruptly  diverted  from  its  accustomed  headlong  pursuit  of 
medical  cure  by  her  obstinate  refusal  to  permit  intervention. 
She  said  she  had  accepted  the  initial  cancer  surgery,  radia- 
tion therapy  and  surgical  relief  of  obstruction  on  the  as- 
sumption that  she  would  have  a  normal  life  thereafter.  Now, 
faced  with  a  probable  colostomy  and  likely  future  obstruc- 
tive episodes,  she  was  disenchanted  with  our  ability  to  effect 
a  cure  and  her  intention  was  therefore  to  cease  further  treat- 
ment. Life  for  her  was  not  worth  living  if  she  could  not 
deport  herself  in  an  independent  and  active  way.  Since  we 
could  not  return  her  to  her  original  condition,  death  was  her 
choice.  She  asked  me  to  administer  morphine  intravenously 
and  end  it  all. 

I  was  appalled.  She  said  I  had  a  choice  of  how  she  was 
going  to  die;  slowly  and  painfully,  or  quickly.  But  she  was 
going  to  die. 

Numerous  consultations  followed  with  surgeons,  intern- 
ists, psychiatrists,  psychologists,  nurses,  nurse  practition- 
ers, social  workers,  clergy,  trust  officers,  administrators, 
and  attorneys.  Several  conclusions  emerged  from  hours  of 
discussions. 


From  Duke  University  Medical  Center,  Department  of  Medicine, 
Durham  27710. 


1  She  was  in  her  right  mind.  She  was  not  depressed, 
demented  or  psychotic.  Her  entire  life  reflected  a  pattern  of 
decision  and  determination. 

2  She  knew  the  consequences  of  surgery  and  of  refusing 
surgery. 

3  She  never  waivered  in  her  story  of  why  she  accepted 
her  past  therapy  and  why  she  was  refusing  future  therapy. 

4  There  were  no  family  members  alive  who  could  help 
us  or  her  with  this  decision. 

5  No  surgeon  would  operate  on  a  competent  and  well- 
informed  woman  who  refused  to  sign  a  surgical  permission 
and  threatened  to  sue  if  any  procedure  were  done. 

6  I  could  do  nothing  myself  to  save  her  without  surgery. 

7  She  would  soon  die  if  she  persisted  in  her  refusal  to 
accept  therapy. 

She  was  soon  transferred  from  the  medical  center  to  my 
care  at  a  nursing  home.  I  visited  her  daily  and  together  we 
faced  the  implementation  of  her  decision.  1  told  her  I  could 
never  assist  in  terminating  her  life.  She  told  me  she  would 
only  accept  treatment  that  lead  to  comfort  and  nothing  that 
would  prolong  her  life.  Accordingly,  we  agreed  on  a  gastric 
suction  tube  to  eliminate  vomiting  and  a  urine  catheter  to 
eliminate  the  need  for  a  bed  pan  (she  found  it  degrading) 
or  trips  to  the  bathroom  (she  was  too  weak).  I  agreed  to 
administer  morphine  injections  every  four  hours  to  relieve 
pain  in  her  abdomen  presumably  due  to  obstruction  and/or 
ischemic  bowel.  And  that  was  it.  She  accepted  ice  chips  to 
keep  her  mouth  moist  but  refused  even  hard  candy  in  fear 
that  it  would  provide  sustenance.  I  told  her  it  would  be  a 
week  at  the  most  and  all  would  be  over.  Her  trust  officer 
arranged  a  final  copy  of  her  will.  Then  she  settled  back  to 
write  everyone  she  knew  a  last  letter. 

I  was  in  a  quandary.  I  could  not  condone  suicide,  and 
her  death  from  a  potentially  curable  obstruction  seemed 
close  to  it.  Yet  her  logic  was  good  and  her  right  to  make 
this  decision  seemed  clear.  I  returned  to  Hippocratic  prin- 
ciples and  first  did  no  harm:  I  refused  to  administer  morphine 
beyond  that  necessary  for  pain  relief.  Then  I  did  everything 
possible  to  relieve  suffering. 

It  didn't  take  a  week  for  her  to  die.  It  took  more  than 
four  weeks.  She  had  considerable  ascites  and  edema  fluid 
accumulated  which  sustained  her  circulation  and  renal  func- 
tion beyond  my  wildest  estimates.  Despite  continuous  na- 
sogastric suction  and  the  absence  of  oral  or  intravenous 
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intake,  she  persisted  lucid  and  aleil.  I  began  to  feel  I  was 
indeed  torturing  this  elegant  and  determined  woman  who 
came  to  resemble  a  famine  or  war-camp  victim.  She  never 
wavered  in  her  resolve  to  die  and  she  never  let  me  forget 
the  problems  1  was  causing  by  my  refusal  to  end  her  life 
for  her.  1  had  numerous  conversations  about  her  with  my 
colleagues  but  still  the  burden  was  mine  and  I  felt  it  deeply. 
We  were  both  unburdened  when  she  died  on  day  29  after 
her  decision. 

The  conference  speaker  concluded  with  a  review  of  recent 
court  cases  that  acknowledge  rights  of  patients  to  refuse  life- 


sustaining  treatment.  I  took  some  comfort  in  the  fact  that 
others  were  confused  on  precisely  the  same  issues  I  had 
faced  in  caring  for  Mrs.  M.  Things  were  far  from  clear,  as 
shown  by  the  numerous  suits,  counter  suits,  and  conflicting 
ethical  and  legal  opinions. 

1  left  the  meeting  with  the  same  doubt  and  uncertainty  I 
had  feh  years  before  when  Mrs.  M.  put  me  to  the  test.  I 
still  admire  her  courage  and  fortitude.  She  knew  how  to 
live.  And  when  life  was  over  for  her,  she  saw  it  clearly  and 
insisted  we  let  her  go  her  own  way.  How  awful.  How 
wonderful.  How  rare.  ■ 


Better  employee  benefits 
can  save  you  money! 

Employees  get  complete  benefits,  including 

•  Major  medical  insurance 

•  Dental  insurance 

•  Vision  care  insurance 

•  Life  insurance 

•  Disability  insurance 

•  7'/2%  money  purchase  pension  plan 
with  immediate  vesting 

As  the  employer,  you  get 

•  Lower  personnel  costs 

•  Signiflcant  tax  savings 

Ask  your  tax  advisor  or  flnancial  planner  about  employee  leasing.  Then  contact: 

National  Staffing  Services  Corporation 
P.O.  Box  13227,  Greensboro,  N.C.  27405  (919)  621-9300 


224     NCMJ  /  April  1987.  Volume  48.  Number  4 


Letters  to  the  Editor 


To  the  Editor: 

Thank  you  to  you  and  your  reviewer  for  your  thoughtful 
criticisms  of  iny  paper  on  exercise  and  longevity.  After 
careful  consideration,  I  believe  many  of  the  criticisms  were 
valid.  The  original  objective  of  the  paper  was  to  comply 
with  my  epidemiology  course  assignment  to  perform  an 
extensive  analysis  of  only  three  or  four  manually  selected, 
representative  articles  on  a  topic  of  interest.  I  still  contend 
that  this  objective  was  accomplished.  However,  I  can  now 
clearly  see  that  the  Journal's  readers  would  be  better  served 
by  a  more  extensive,  systematic  and  computerized  literature 
search  with  a  more  comprehensive  perspective  of  all  the 
available  evidence. 

Although  the  paper  was  rejected,  I  enjoyed  writing  it, 
earned  a  perfect  grade  and  learned  a  great  deal  from  your 
criticisms  —  for  which  I  will  always  be  grateful.  Some  day, 
I  will  submit  a  different  and  better  article  to  your  Journal 
for  publication.  With  the  experience  gained  on  this  first 
attempt,  I  will  succeed! 

Thomas  Funcik 

237  D  Jackson  Circle 

Chapel  Hill  27514 

Reply  to  Dr.  Mack's  paper 
To  the  Editor: 

I  read  with  great  interest  the  article  by  Ronald  B.  Mack, 
M.D.,  in  the  North  Carolina  Medical  Journal,  on  hydrogen 
sulfide  poisoning  (World  Enough  and  Time  —  Hydrogen 
Sulfide  Poisoning,  1986;47;33-4). 

I  believe  further  clarification  as  to  the  physiology  of  the 
colored  halos  is  appropriate.  The  effects  of  hydrogen  sulfide 
on  the  eyes  most  commonly  occur  at  concentrations  so  low 
that  they  have  no  systemic  effect.  The  ocular  symptoms 
generally  start  after  several  hours  of  exposure,  and  may  not 
appear  until  the  patient  had  finished  the  work  for  the  day. 
The  workmen  may  also  be  exposed  to  low  concentrations 
of  the  hydrogen  sulfide  gas  and  become  accustomed  to  the 
initial  unpleasant  odor.  This  adaptation  to  the  unpleasant 
odor  provides  them  the  environment  for  continued  ocular 
injury.  The  corneal  epithelial  surface  develops  a  fine  punc- 
tate stain  visible  by  split  lamp  biomicroscopy.  The  corneal 
epithelial  injury  results  in  a  vesicle  formation  in  the  basal 
epithelial  layer.  This  acts  as  a  diffraction  grating. 

The  refractive  index  of  the  edema  fluid  is  different  from 
the  surrounding  epithelial  cells.  When  this  difference  in  the 
index  of  refraction  has  a  regular  pattern  it  will  serve  as  a 
diffraction  grating  and  will  be  responsible  for  the  appearance 
of  the  rainbow  colored  halos.  The  accumulation  of  fluid  in 
the  cornea  is  also  the  reason  patients  experiencing  an  acute 
attack  of  glaucoma  also  have  colored  halos  around  lights. 

I  made  this  article  available  to  my  wife  who  works  as  a 


chemist  in  a  municipal  waste  treatment  plant.  She  made  the 
article  available  to  her  co-workers  who  are  exposed  to  the 
potential  of  hydrogen  sulfide  poisoning.  Their  primary  com- 
ment was,  "Hydrogen  sulfide  can  kill."  The  article  treats 
it  more  as  a  joke.  That  was  my  impression  as  I  read  this 
otherwise  informative  article. 

It  is  unfortunate  that  the  serious  tone  of  the  article  was 
distracted  by  the  multiple  attempts  at  humor. 

1  have  found  the  new  format  of  the  North  Carolina  Med- 
ical Journal  enjoyable  and  very  useful  to  both  my  own 
professional  needs,  as  well  as  the  interest  of  my  friends  and 
patients.  Dr.  Mack's  feature  articles  on  toxic  encounters 
have  been  especially  interesting  to  me  and  1  hope  to  continue 
to  be  able  to  read  them  in  future  articles. 

Joseph  Majstoravich,  Jr.,  M.D. 

P.O.Box  1317 

18  Medical  Park 

Morehead  City  28557-1317 

Response  from  Dr.  Mack: 

I  wish  to  extend  my  thanks  to  Dr.  Joseph  Majstoravich, 
Jr.  for  his  clarification  of  the  pathophysiology  of  colored 
halos  as  reported  by  some  patients  with  hydrogen  sulfide 
poisoning.  1  am  certainly  grateful  for  his  willingness  to  share 
his  knowledge. 

As  far  as  the  treatment  of  this  poisoning  as  a  "joke"  as 
Dr.  Majstoravich  has  concluded  after  reading  my  article,  1 
must  take  umbrage.  Quite  to  the  contrary  I  tried  to  stress, 
in  several  places  in  the  article,  that  hydrogen  sulfide  kills 
and  that  time  is  the  essence  vis-a-vis  diagnosis  and  emer- 
gency treatment. 

It  is  my  opinion  that  humor  is  a  trait  in  man  (and  woman, 
1  hope)  that  has  been  selected  out  to  help  survival  of  our 
species.  Certainly  the  use  of  humor  in  medicine  can  be 
useful  in  assuaging  anxiety  in  such  stressful  situations  as  an 
article  on  poisoning,  in  helping  readers  to  remember  the 
salient  features  of  the  written  words  and  to  allow  the  author 
to  express  to  his  readership  that  life  in  general  and  the 
practice  of  medicine  is  so  serious  that  it  should  never  be 
taken  seriously.  There  are  many  physicians  in  this  state  who 
can  write  informative  articles  on  toxicology;  my  meager 
talent,  if  it  exists,  is  to  present  the  material  to  non-toxicol- 
ogy-minded physicians  who  want  to  add  to  their  data  base 
in  a  relatively  painless  manner.  Far  from  taking  away  from 
our  humanity,  I  believe  humor  expresses  it. 

Ronald  B.  Mack.  M.D. 

Associate  Professor  of  Pediatrics 

Wake  Fore  ,1  University 

Bowman  Gray  School  of  Medicine 

300  S.  Hawthorne  Rd. 

Winston-Salem  27103 
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Replies  to  Professor  Hauerwas's  editorial 

To  the  Editor: 

In  his  reply  (NCMJ  1987;48:67-8)  to  the  editorial  '-Sob- 
ering Thoughts' '  by  Crist  et  al  ( 1986;47:5 1 1 )  and  subsequent 
letters.  Professor  S.  Hauerwas  discussed  both  the  diversity 
of  Catholicism  and  abortion.  He  did  not  define  or  discuss 
"overpopulation."  By  ignoring  overpopulation,  the  dis- 
cussion on  abortion  was  like  a  discourse  on  fish  without 
mentioning  that  they  live  in  water. 

Let  me  define  "overpopulation."  A  country  is  overpop- 
ulated  when  its  rate  of  utilization  of  resources  significantly 
exceeds  a  possible  steady  state.  Since  we  have  a  large  trade 
deficit  and  are  daily  importing  more  than  a  million  barrels 
of  oil,  the  USA  already  is  a  seriously  overpopulated  country. 

Professor  Hauerwas  eloquently  presents  the  diversity  of 
Catholicism.  Of  course,  some  differences  are  allowed  in  the 
Catholic  Church.  But  a  contrary  case  also  can  be  made. 
Low  level  clergy  who  do  not  ardently  support  the  Vatican's 
policies  seldom  become  Cardinals.  Furthermore,  Catholic 
theology  professors  who  do  not  follow  the  Vatican's  teach- 
ings on  prohibiting  contraceptives  can  be  stripped  of  their 
teaching  privileges. 

Where  society  at  large  must  support  the  offspring,  the 
Catholic  Church  has  policies  which  favor  large  families. 
Where  the  Catholic  church  itself  would  be  responsible  for 
the  care,  such  as  the  possible  offspring  of  priests  and  nuns, 
it  requires  strict  celibacy  and  chastity.  The  policy  apparently 
reverses  180"  according  to  who  will  be  bearing  the  expense. 

Where  we  differ  is  that  Professor  Hauerwas  apparently 
does  not  consider  overpopulation  to  be  a  serious  problem 
in  the  USA.  I  think  overpopulation  is  a  major  problem;  and, 
unless  we  soon  do  something  effective  about  controlling  the 
growth  of  population,  we  shall  almost  surely  lose  our  de- 
mocracy and  many  freedoms  we  now  cherish. 

In  an  old  story,  ostriches  sometimes  hide  their  heads  in 
the  sand  to  avoid  seeing  danger.  The  story  unfortunately 
has  the  wrong  animal.  It  is  we  humans,  not  ostriches,  who 
often  do  not  wish  to  see  impending  trouble. 

Albert  D.  Warshauer,  M.D. 

1608  East  Fifth  Street 

Greenville  27858 

To  the  Editor: 

This  is  in  response  to  the  editorials  by  Dr.  Crist  and  his 
colleagues  and  Dr.  Hauerwas.  The  abortion  and  religious 
controversies  aside,  it  is  true  that  American  women  have 
fewer  contraceptive  methods  available  than  women  in  other 
countries.  Two  methods  not  available  to  U.S.  women  in 
1987  are  the  injectable  contraceptive  depot  medroxypro- 
gesteri  ne  acetate  (Depo  Provera,  Upjohn)  and  the  intra- 
uterine de\  ice  (lUD).  Although  Depo  Provera  is  now  avail- 
able in  84  countries  around  the  world,  the  Food  and  Drug 
Administration  (FDA)  has  not  approved  it  for  contraceptive 
indications  (it  is  available  for  other  indications).  The  FDA 
Commissioner  went  against  the  recommendation  of  his  ad- 
visory board  when  he  decided  to  withhold  approval. 


The  case  of  lUDs  is  a  little  different,  as  they  continue  to 
enjoy  the  approval  of  the  FDA.  The  lUD  is  no  longer  mar- 
keted because  of  the  American  propensity  to  bring  product 
liability  suits  for  anything  less  than  perfection.  The  repu- 
tation of  the  lUD  as  a  contraceptive  method  has  suffered 
greatly  as  a  result  of  the  Dalkon  Shield  —  an  lUD  with 
serious  defects  from  which  the  FDA  did  withdraw  its  ap- 
proval. What  the  accumulated  epidemiologic  evidence  on 
lUDs  tells  us  is  that  lUDs  should  be  prescribed  only  to  a 
limited  group  of  women,  those  at  low  risk  of  contracting 
sexually  transmitted  disease.  For  this  limited  group 
the  lUD  remains  an  excellent  method  of  contraception  — 
if  available.  Physicians  and  epidemiologists  understand  that 
pelvic  inflammatory  disease  and  subsequent  infertility  are 
caused  by  sexually  transmitted  diseases  which  lUDs,  unlike 
some  other  contraceptive  methods,  do  nothing  to  prevent. 
Juries,  unfortunately,  rarely  understand  this. 

A  similar  fate  may  befall  spermicidal  products.  A  federal 
appellate  court  recently  upheld  the  award  of  $4.8  million 
to  the  parents  of  a  congenitally  malformed  child  conceived 
during  spermicide  jelly  use.  The  original  trial  judge  and  the 
appeals  decision  rejected  the  weight  of  epidemiologic  evi- 
dence that  spermicides  do  not  cause  malformations.  In  fact, 
the  FDA  had  previously  ruled  that  spermicidal  products  need 
not  include  warnings  of  birth  defects  on  their  labels.  The 
appellate  decision  stated  that  "product  liability  law  does 
not  preclude  recovery  until  a  'statistically  significant'  num- 
ber of  people  have  been  injured.  .  ."  But  injured  by  what? 
Spermicides  have  been  termed  the  newest  "litogen"  —  a 
drug  that  does  not  cause  malformations  but  does  cause  law- 
suits. 

No  method  of  contraception  is  perfect;  even  condoms  can 
cause  latex  irritation.  Are  we  to  lose  all  these  methods 
because  somebody  sues'?  Will  the  epidemic  of  unintended 
pregnancies  worsen  in  light  of  reduced  family  planning 
choices?  Most  people  don't  remember  the  days  when  rhythm, 
condoms  and  illegal  abortion  were  the  only  choices,  but  we 
may  be  headed  in  that  direction  unless  we  can  put  things 
in  a  clearer  perspective. 

Judith  A.  Fortney,  PhD 

Paul  J.  Feldblum,  MSPH 

Reproductive  Epidemiology  Division 

Family  Health  International 

Research  Triangle  Park,  NC  27709 

To  the  Editor: 

I  have  just  read  the  editorial  "Catholicism  and  Ethics" 
by  Stanley  Hauerwas,  Ph.D.  Thank  you. 

David  Ames,  M.D. 

313  Longmeadow  Rd. 

Greenville.  27858 

Concerns  about  Dr.  Dykers's  project 

To  Dr.  John  R.  Dykers,  Jr.: 

We  certainly  appreciate  your  interest  in  the  recognition 
and  control  of  sexually  transmitted  diseases.  However,  we 
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have  a  number  of  concerns  about  the  SAFECARD  [AID- 
CARD]  project  you  describe.  Thank  you  for  the  opportunity 
to  comment. 

Taking  each  test  in  turn:  HTLV-IIl  or  HIV  antibody  test- 
ing may  appropriately  be  used  to  assist  in  diagnosis  for 
individuals  with  signs  and  symptoms  suggestive  of  HIV 
infection.  However,  its  usefulness  as  a  screening  test  is 
much  less  well  established  at  the  present  time.  First  of  all, 
recommendations  for  preventing  acquisition  and  transmis- 
sion of  HIV  are  essentially  identical: 

1  limit  number  of  sex  partners  (lifetime  monogamy  is 
safest); 

2  if  an  individual  or  his/her  partner  has  had  more  than 
one  partner,  avoid  exchange  of  blood,  semen,  and  va- 
ginal fluids  during  sex  (condoms  are  one  way  to  do 
this); 

3  don't  use  IV  drugs,  persons  who  do  shouldn't  share 
needles  and  should  follow  safer  sex  guidelines; 

4  don't  share  other  items  which  might  be  contaminated 
with  blood,  e.g.  razors  and  toothbrushes. 

These  recommendations  apply  to  everyone  regardless  of 
whether  or  not  they  belong  to  an  AIDS  high  risk  group, 
whether  or  not  they  have  been  tested,  and  whether  or  not 
they  are  antibody  positive.  We  feel  strongly  that  testing  is 
an  adjunct  to  careful  risk-reduction  counseling  and  that  it 
has  little  merit  apart  from  counseling.  Test  reliability  and 
interpretation  is  of  concern:  will  EIA  results  be  repeated 
and  confirmatory  testing  by  Western  Blot  (WB)  or  IFA  be 
done  before  they  are  reported?  Will  results  be  reported  to 
individuals  without  proper  interpretation  by  a  health  care 
professional  about  what  they  mean?  Some  negatives  are 
falsely  negative,  particularly  for  recently  infected  individ- 
uals, and  may  lead  to  a  false  sense  of  security  and  to  trans- 
mission of  the  virus  to  others  unless  proper  risk  reduction 
behaviors  are  followed.  In  low  prevalence  populations  — 
such  as  heterosexuals  who  are  not  hemophiliacs,  IV  drug 
users,  or  sex  partners  of  someone  known  to  be  at  high  risk 
—  as  many  as  9  of  every  10  positive  EIA  results  are  false 
positives.  These  are  not  entirely  clarified  by  confirmatory 
testing  by  WB.  The  sensitivity  of  WB  is  unknown  but  ap- 
pears to  be  much  lower  than  EIA,  hence  some  true  positives 
will  be  negative  by  WB.  As  you  can  see,  interpretation  of 
HIV  antibody  test  results  is  complex  and  difficult. 

An  additional  concern  is  issuance  of  a  SAFECARD  [AID- 
CARD®]  .  This  indicates  a  presumption  that  negative  tests 
signify  the  absence  of  infection  and  risk  associated  with 
sexual  contact.  This  cannot  be  defended  on  two  grounds: 

1  a  negative  test  may  be  falsely  negative  as  noted 
above; 

2  the  tested  individual  may  become  infected  the  day 
following  testing  because  of  a  false  sense  of  security 
and  may  transmit  to  others. 

Public  health  officials  in  California  succeeded  in  prohibiting 
this  and  similar  systems  several  months  ago  on  the  grounds 


that  it  threatened  public  health.  We  feel  that  the  SAFECARD 
system  represents  a  serious  and  grave  threat  to  the  public 
health.  We  must  strongly  discourage  its  implementation. 

Regarding  the  other  tests:  As  you  mention  chlamydia 
antibodies  are  poorly  correlated  with  current  infection.  Their 
utilization  as  a  screening  tool  for  infection  cannot  be  de- 
fended. Indeed  their  usefulness  in  diagnosis  is  limited,  and 
only  when  a  four-fold  rise  in  titer  is  found  on  convalescent 
sera  in  symptomatic  patients  is  diagnostic  testing  valid.  Both 
HBsAg  and  RPR  are  useful  diagnostic  tests  and  appropriate 
screening  tests  in  populations  at  increased  risk.  A  few  years 
ago  the  requirement  for  premarital  syphilis  serologies  was 
removed  from  the  law  because  the  low  prevalence  fails  to 
justify  the  cost  of  screening.  In  any  case,  marketing  of  these 
tests  directly  to  the  lay  population  has  serious  public  health 
implications.  By  law,  all  positive  syphilis  serologies  and 
cases  of  Hepatitis  B  and  laboratory  confirmed  chlamydia 
must  be  reported  to  public  health  authorities.  While  the 
laboratory  doing  these  tests  would  hopefully  report  positive 
RPR's,  it  is  likely  that  many  would  be  low  titer  biological 
false  positives  and  others  residual  standing  titers  due  to 
previously  treated  syphilis.  Many  individuals  would  mis- 
interpret results  as  positive  when  they  were  clinically  in- 
significant and  negative  when  infection  was  present.  Many 
in  both  groups  would  fail  to  seek  medical  care  while  others 
would  attempt  self-medication,  and  still  others  would  suffer 
grave,  unnecessary  psychological  and  social  consequences. 

Diagnosis  of  each  of  these  conditions  should  be  done  by 
well  trained,  competent  health  care  providers.  Physicians 
should  certainly  maintain  a  high  index  of  suspicion  for  each 
of  these  conditions  in  their  adolescent  and  adult  patients, 
most  of  whom  are  sexually  active  and  few,  monogamous 
for  life.  Diagnostic  and  treatment  services  for  hepatitis  B, 
chlamydia,  syphilis,  and  other  sexually  transmissible  dis- 
eases are  available  free  of  charge  at  all  local  health  de- 
partments where  confidentiality  is  assured.  Anonymous  AIDS 
antibody  testing  and  counseling  are  available  at  no  charge 
in  95  of  100  local  health  departments  in  North  Carolina. 
The  staff  in  these  health  departments  have  received  sub- 
stantial training  in  pre-  and  post-test  counseling  and  risk 
reduction  education. 

We  feel  strongly  that  the  SAFECARD  [AIDCARD®] 
program  is  a  serious  threat  to  the  public  health  and  should 
not  be  implemented.  We  believe  that  counseling,  testing, 
and  the  provision  of  proper  control  measures  (including 
treatment,  contact  notification  as  appropriate,  and  risk  re- 
duction education)  absolutely  must  accompany  all  screening 
for  communicable  diseases. 

J.N.  MacCormack,  M.D.,  M.P.H 

State  Epidemiologist 

R.A.  Meriwethe;,  M.D. 

Head,  Communicable  Disease  Cor;,ul  Branch 

North  Carolina  Department  of  Hu'.ian  Resources 

Division    it  Health  Services 

P.O.  Box  2091 

Raleigh  27602-2091 
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Alamance-Caswell 

Christopher  Edmund  Smith  (ORS),  723  Edith  St..  Burhngton  27215 

Beaufort-Hyde-Martin-Washington-Tyrell 

Carl  Thomas  Dover.  Jr.  (PD).  307  S.  McCaskey  Rd.  Williamston 
27892 

Buncombe 

Donald  C.  Donahue  (R).  Ste.  103.  The  Doctors  Bldg.,  Asheville 

28801 
Roger  David  Jensen,  501  Biltmore  Ave..  Asheville  2880 
Evelyn  McMaster  Lyles  (OBG),  93  Victoria  road.  Asheville  28801 
Jane  Elizabeth  Lysko  (ITH).  St.  Joseph's  Hospital.  Dept.  of  Pa- 
thology. Asheville  28801 
Eric  A.  Pyeritz.  501  Biltmore  Ave.,  Asheville  28801 
Bruce  Steven  Ribner  (ID).  VA  Medical  Center.  Asheville  28805 

Cleveland 

John  Laurence  Reynolds  (AN).  404  Melody  Lane.  Shelby  28150 

Durham-Orange 

William  Talbot  Adamson  (STUDENT),  1315  Morreene  Rd.,  Apt. 

8L,  Durham  27705 
Gery  Kent  Florek  (RESIDENT),  Box  3963,  DUMC,  Durham  27710 
Joan  Maychu  Go  (STUDENT),  1315  Morreene  Rd.,  Apt.   19A, 

Durham  27705 
William  Barrett  Gunter,  Jr.  (OBG),  1821  Green  St.,  Durham  27705 
Robert  John  Herfkens  (DR),  Box  3808,  DUMC,  MRI  Section, 

Durham  27710 
Melvin  David  Levine  (PD),  UNC  School  of  Medicine.  BSRC  220- 

H,  Chapel  Hill  27514 
Judith  Katherine  Morin  (STUDENT).  500  Umstead  Dr..  201-F, 

Chapel  Hill  27514 
Walton  Strozier  Moseley  (STUDENT).  311  S.  Lasalle  St..  Apt. 

37-B.  Durham  27705 
Emil  Christopher  Muly.  Ill  (STUDENT).  3924  Linden  Terrace. 

Durham  27705 
Rehacca  Ann  Pratt  (STUDENT).  209  Alexander  St.,  Apt.  D,  Dur- 
ham 27705 
Joseph  Gerald  Reves  (AN),  Box  3094,  DUMC,  Durham  27710 
Carlos  Adrian  Sotolongo  (FP),  5124  Revere  Rd.,  Durham  27713 
Andrew  Grover  Wallace  (CD),  Box  3708,  DUMC,  Durham  27710 
Gordon  Worley,  III  (PD),  307  Birch  Circle,  Chapel  Hill  27514 
Paul  David  Zislis  (RESIDENT),  1002  Willow  Dr.  #58,  Chapel 

Hill  27514 

V  I,  -sy th-Stokes-Davie 

Greg..:v  Mark  Gottschlich  (RESIDENT),  6705  Greenforest  Ln 

Pfafft,  M,  27040 
Stephen  Wai..  n  Levin,  1 16-A  S.  Cherry  Street,  Kemersville  27284 
Janice  Beth  Ryd.  n  (STUDENT),  300  S.  Hawthorne  Rd.,  Student 

Box  543-Bowman  Gray,  Winston-Salem  27103 

Granville 

James  Weldon  Hampton  (OBGl,  1016  College  St.  Ext.,  Oxford 
27565 


Greensboro  Society  of  Medicine 

Mary  John  Baxley  (PD),  1008  Professional  Village,  Greensboro 

27401 
Charles  Max  Graeub,  Jr.  (EM).  2021  La  Dora  Dr.,  High  Point 

27260 

Henderson 

Robert  John  Reibold  (IM),  1 1 1  Timbercreek  Rd.,  Hendersonville 

28737 
Robert  John  Reibold  (IM),  506  Park  Hill  court,  Hendersonville 

28739 
David  Zinke  (FP),  PO  Box  40,  Edneyville  28727 

Lenoir-Greene 

John  Beny.  Jr.  (GS).  PO  Box  1316.  Doctor's  Dr.,  Kinston  28501 
Mark  Neal  Dumas  (IM),  313  Airport  Rd.,  Kinston  28501 

Mecklenburg 

Rachel  Marie  Ballard-Barbash  (NTR).  4700  Crooked  Oak  Lane, 

Charlotte  28226 
Cynthia  Lea  Bartholomew.  1350  S.  Kings  Dr.,  Charlotte  28207 
Geoffrey  Sewall  Chapman  (HEM),  2400  Cloister  Dr.,  Charlotte 

28211 
David  Maxwell  Gray  (EM),  732  E.  Park  Avenue,  Chariotte  28203 
Jamed  Marvin  Horton,  1350  S.  Kings  Dr.,  Chariotte  28207 
David  Redding  Kingery  (ORS),  225  Hawthorne  Ln.,  Charlotte 

28204 
Walter  Schoen,  1350  S.  Kings  Dr. ,  Charlotte  28207Murray  Wells 

Turner  (IM),  125  Baldwin  Ave..  Charlotte  28204 

Moore 

Ellen  Andrews  (N).PO  Box  1749.  Pinehurst  28374 

Pasquotank-Camden-Currituck-Dare 

Keith  Keenan  K.  Carmack  (FP).  Kitty  Hawk  Medical  Ctr.,  SR 

338-F,  Kitty  Hawk  27949 
James  Joseph  De  Ligio  (FP),  Kitty  Hawk  Medical  Ctr. ,  Kitty  Hawk 

27949 

Pitt 

William  Allen  Burke  (D),  602  Winstead  Road,  Greenville  27834 

Thomas  Arthur  Dillard  (IM),ECU  School  of  Med.,  Dept.  of  Med- 
icine. Greenville  27834 

Colin  Paul  Kerr  (FP).  ECU  School  of  Medicine.  PO  Box  1846. 
Greenville  27835 

Assad  Movahed  (CD).  Section  of  Cardiology.  ECU  School  of 
Medicine.  Greenville  27858 

Denzil  Dean  Patton  (FP).  ECU  School  of  Med.,  PO  Box  1846. 
Greenville  27835 

Thomas  Murphy  Whyte  (FP),  2619  S.  Wright  Rd.,  Greenville 
27834 

Rockingham 

Loren  Edward  Hughes  (FP),  402  W.  Decatur,  Madison  27025 

Wake 

Frank  Louis  Tortora,  Jr.  (U),  915  Kildaire  Farm  Rd.,  Gary  2751 1 

Watauga 

Cari  Robert  Nordstrom  (FP),  10  Doctor's  Dr..  Boone  28607 

Wayne 

Jorge  Eguez.  PO  Box  10643.  Goldsboro  27503 
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Continuing  Medical 
Education 


Please  note:  The  Continuing  Medical  Education  Programs  at  Bowman 
Gray,  Duke.  East  Carolina  (ECU)  and  UNC  Schools  of  Medicine.  Dorothea 
Dix.  and  Burroughs  Wellcome  Company  are  accredited  by  the  American 
Medical  Association,  Therefore  CME  programs  sponsored  or  cosponsored 
by  these  schools  automatically  qualify  for  AMA  Category  I  credit  toward 
the  AMA's  Physician  Recognition  Award,  and  for  North  Carolina  Medical 
Society  Category  A  credit.  Where  AAFP  credit  has  been  obtained,  this 
also  is  indicated. 


IN  STATE 

April  9 

North  Carolina  Clinical  Neuro-Ophthalmology  Review 

Place:      Chapel  Hill 

Info:        Baird  S,  Crimson,  MD.,  Dept  of  Ophthalmology.  University  of 

North  Carolina.  617  Clinical  Science  BIdg.  229H,  Chapel  Hill 

27514,  919/966-5296 

April  9-11 

Advanced  Vitreous  Surgery  Course  V 

Place:      Chapel  Hill 

Info:        Cynthia  C.  Easterling,  M.  Ed,  Office  of  CME,  Box  3108  DUMC, 

Durham  27710.  919/684-6878  or  684-6485;  outside  NC  800/222- 

9984 

April  10 

Plasma  Cell  Myeloma  and  Related  Diseases 
Durham 
6  hours  Category  I  AMA 


Place: 

Credit: 

Fee:         $75 

Info:        Myeloma  Symposium 


Box  3096  DUMC,  Durham  27710 


April  10-11 

Advanced  Cardiac  Life  Support  Provider  Course 
Place:      Asheville 
Credit:     16  hours  Category  I  AMA 
Fee:         $200 

Info:        Daniel  L.  Dolan,  MD,,  MAHEC,  501  Biltmore  Ave.,  Asheville 
28801-4686.  704/258-0881 

April  11 

Indigent  Health  Care 
Place:      Asheville 
Fee:         $5 

Info:        Carol  Epps.  NCMS.  800/722-1350;  or  Agnes  Smith.  NC  Legal 
Services  Resource  Center,  919/821-0042 

April  11-22 

Highway  Safety  Conference 
Place:      Boone 
Fee:         $25 

Credit:     7  Hours  Category  I  AMA 

Info:        W,  Douglas  Wooten,  Head,  Highway  Safety  Branch,  Div.  of 
Health  Service.  P.O.  Box  2091,  Raleigh  27602.  919/733-3222 

April  22 

Neonatal  Emergencies:  Recognition  and  Treatment 
Place:      Greenville 
Credit:     6  hours  Category  I  AMA 
Fee:         $55 

Info:        Office  of  CME.  ECU  School  of  Medicine.  P,0.  Box  7224.  Green- 
ville 27835-7224.  919/758-5200,  ext  208 

April  24-26 

Second  International  DREZ  Symposium  (Dorsal  Root  Entry  Zone) 

Place:      Research  Triangle  Park 

Credit      13  hours  Category  I  AMA 

Info:        Cynthia  C.  Easterling.  M. Ed.  Office  of  CME.  Box  3108  DUMC, 

Durham  27710.  919/684-6878  or  684-6485;  outside  NC  800/222- 

9984 

April  25 

Indigent  Health  Care 
Place:      Greenville 
Fee:         $5 

Info:        Carol  Epps.  NCMS,  800/722-1350;  or  Agnes  Smith,  NC  Legal 
Services  Resource  Center,  919/821-0042 


April  25 

Fifteenth  Annual  New  Bern  Symposium:  The  Care  of  the  Elderly 
Place:      New  Bern 

Info:        Wm.  B.  Hunt.  Jr..  M.D..  Symposium  Director.  PC,  Box  2157. 
New  Bern  28560.  919/633-8608 

April  27-29 

Doppler  Echocardiography:  Beginning  with  Color  Flow  Mapping 
Place:      Durham 

Credit:     33  hours  Category  I  AMA 

Info:        Cynthia  C,  Easterling.  M. Ed,  Office  of  CME,  Box  3108  DUMC 
Durham  27710.  919/684-6878  or  684-6485;  outside  NC  800/222- 

April  27-May  1 

Physical  Aspects  of  Hyperthermia 

Place:      Durham 

Credit      33  hours  Category  I  AMA 

Info:        CynthiaC.  Easteding,  M.Ed.OfficeofCME.  Box3108DUMC 

Durham  27710.  919/684-6878  or  684-6485;  outside  NC  800/^^'- 

9984 

May  1-3 

Women  Physicians  Meeting 

Place:      Asheboro 

Credit:     5  hours  AAFP 

Info:        Paula  Baker,  NCAFP.  919/781-6467 

May  8-9 

Emergencies  of  the  Lung  and  Gut  in  Pediatric  Patients 
■"—      Durham 

$90 

10  hours  Category  I  AMA 

Dr.  Alexander  Spock.  M.D..  Duke  University  Medical  Center 

Box  2994.  Durham  27710.  919/681-3364 


Place 
Fee: 
Credit 
Info: 


May  9 

Indigent  Health  Care 
Place:      Winston-Salem 
Fee:         $5 

Info:        Carol  Epps.  NCMS.  800/722-1350;  or  Agnes  Smith,  NC  Legal 
Services  Resource  Center.  919/821-0042 

May  13 

Common  Diagnostic  Problems  in  Surgical  Pathology:  A  Practical  Approach 
Place:      Greenville 
Fee:        $55 

Credit:     7  hours  Category  I  AMA 

Info:        The  Office  of  CME,  ECU  School  of  Medicine,  P.O   Box  7224 
Greenville  27835-7224.  919/758-5200.  ext  208 

May  15 

Adolescent  Health  Issues:  The  New  Morbidities 

Place:      Durham 

Credit:     8  hours  Category  I  AMA 

Info:        CynthiaC.  Easterling,  M. Ed,  Office  of  CME,  Box  3108  DUMC, 

Durham  27710.  919/684-6878  or  684-6485;  outside  NC  800/222- 

9984 

May  22 

4th  Annual  Eye  Conference  —  "Ocular  Tumors" 

Place:      Winston-Salem 

Info:        Kirk  Huske,  Bowman  Gray  School  of  Medicine  of  Wake  Forest 

University,  Graylyn  Conference  Center,  Winston-Salem  27103 

919/748-3971 

June  3 

Duke  CME  Series 

Place:      Durham 

Credit:     pending 

Info:        CynthiaC,  Easteriing.  M. Ed.  Office  of  CME.  Box  3108  DUMC 

Durham  27710.  919/684-6878  or  684-6485;  outside  NC  800/" 

9984 

June  5-7 

Duke  Eye  Center  Alumni  Spring  Meeting 

Place:      Chapel  Hill 

Credit:     8  hours  Category  I  AMA 

Info:        CynthiaC,  Easterling,  M.Ed.,  Office  of  CME,  Box  3108  DUMC, 

Durham  27710.  919/684-6878  or  684-6485;  outside  NC  800/222- 

9984 
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June  9 

1987  Series  —  Duke  Tuesday 

Place:      Durham 

Credit;     5  hours  Category  I  AMA 

Info;        Cynthia  C,  Easterhng,  M. Ed,  Office  of  CME.  Box  3108  DUMC. 

Durham  27710.  919/684-6878  or  684-6485;  outside  NC  800/222- 

9984 

June  U-13 

34th  Annual  Mountamtop  Medical  Assembly 
Place,      Waynesville 

Info;        Mountaintop  Medical  Assembly.  Waynesville  28786,  704/436- 
6021 

June  15-17 

Surgery  for  Coronary  Artery  Disease 

Place;      Durham 

Fee;         $460  ACC  members;  $525  others 

Credit;     17  hours  Category  I  ACCME 

Info;        Registration  Secretary,  Extramural  Programs  Dept.  American 

College  of  Cardiology.  9111  Old  Georgetown  Rd,.  Bethesda. 

MD  20814,  800/253-4636;  in  MD  or  AK  301/897-5400 

July  13-15 

U,S,  Olympic  Festival  Sports  Medicine  Conference;  Part  II,  Athletic  Injury 

Prevention  and  Treatment 

Place;      Durham 

Credit;     pending 

Info;        Cynthia  C.Easlerling.M, Ed,,  Office  of  CME,  Box  3108  DUMC. 

Durham  27710,  919/684-6878  or  684-6485:  outside  NC  800/222- 

9984 

July  13-17 

29th  Annual  Postgraduate  Course/Morehead  Symposium 

Place;      Durham 

Credit:     26  hours  Category  I  AMA;  AAFP  24,75  prescribed 

Info:        Cynthia  C,  Easterling,  MEd, .  Office  of  CME.  Box  3108  DUMC, 

Durham  27710,  919/684-6878  or  684-6485;  outside  NC  800/222- 

9984 

July  27-31 

1 0th  Annual  Radiology  Postgraduate  Course 

Place;      Atlantic  Beach 

Credit;     20  hours  Category  I  AMA 

Info:        Cynthia  C.  Easterling,  M, Ed, .Office  of  CME,  Box  3108  DUMC, 

Durham  27710,  919/684-6878  or  684-6485;  outside  NC  800/222- 

9984 
Nursing 

Except  where  otherwise  noted,  contact  Nellie  Wilbum,  CPS.  Office  of  Continuing  Education, 
Univeisily  of  North  Carolina,  Chapel  Hill  27514   919/966-3638 

May  13-14 

The  Systematic  Process  of  Instructional  Development 
Place;      Chapel  Hill 
Credit;     13,2  CEUs  pending 
Fee;         $110 

June  1-5 

Preparation  for  NCLEX-RN 

Place;      Chapel  Hill 

Credit:     3,39  CEUs 

Fee;         $75  UNC-CH  students:  $85  others 

June  1-19 

Summer  Institute;  Gerontology  for  Nurse  Educators 
Place;      Chapel  Hill 
Credit;     3  CEUs 
Fee;         $3 


April  9-11 

Current  Concepts  in  Vascular  Surgery 
Place;      Philadelphia.  PA 

Info:        Fay  Zelle,  Hahnemann  University,  Broad  and  Vine  Streets,  M  X 
623,  Philadelphia,  PA  19102,  215/448-8263 

April  10-12 

OB/GYN  and  Abdominal  Sonography;  Update  "87 

Place:      San  Francisco.  CA 

Credit:     14,5  hours  Category  I  AMA 

Fee:         $325 

Info;        415/476-5808 

April  10-12 

5th  Annual  MCV  Symposium;  New  Trends  in  Anesthesia 
Place;      Williamsburg,  VA 
Fee;         $275 

Info:        Kathy  Martin,  Office  of  CME.  Medical  College  of  Virginia.  Box 
48,  MCV  Sta,.  Richmond.  VA  23298-0001,  804/786-0494 

April  10-12 

22nd  Annual  Pediatric  Springiest 
Place;      Williamsburg.  VA 
Fee:         $250 

Info;        Kathy  Martin.  Office  of  CME,  Medical  College  of  Virginia,  Box 
48,  MCV  Sta,,  Richmond,  VA  23298-0001.  804/786-0494 

April  12-18 

Pathology  Update  1987;  Review  of  Current  Concepts  and  New  Develop- 
ments 

Place;      Baltimore,  MD 

Info;        American  Society  of  Clinical  Pathologists.  800/621-4142  (in  IL 
312/738-4890) 

April  16-17 

Current  Topics  in  Trauma 
Place;  Johnson  City,  TN 
Info;        Ramona  Miller,  PhD.,  Program  Coordinator.  Office  of  CME, 

Quillen-Dishner  College  of  Medicine.  Johnson  City.  TN  37614, 

615/929-6204 

April  18-25 

9th  Diving  Accident/Hyperbaric  Oxygen  Treatment  Course 
Place;      Grand  Cayman  Island,  BWI 
Credit;     24  hours  Category  I,  AMA 

Info;        Cynthia  C,  Easterling,  M. Ed,  Office  of  CME,  Box  3108  DUMC. 
Durham  27710,  919/684-6878:  outside  NC  800/222-9984 

April  23-25 

Update  in  Cardiology;  Recent  Trends  and  Controversies 

Place;      Johnson  City.  TN 

Info:        Ramona  Miller.  PhD,.  Program  Coordinator.  Office  of  CME. 

Quillen-Dishner  College  of  Medicine.  Johnson  City.  TN  37614, 

615/929-6204 

April  23-25 

23rd  Annual  Postgraduate  Course  in  Radiology;  The  Chest 
Place;      Richmond,  VA 
Fee;         $325 

Info;        Kathy  Martin,  Office  of  CME.  Medical  College  of  Virginia.  Box 
48,  MCV  Sta,.  Richmond,  VA  23298-0001,  804/786-0494 

April  24-25 

The  Terminally  111  Patient;  Psychological,  Social,  Legal,  and  Ethical  Issues 
Place:      Boston.  MA 

Info:        Harvard  Medical  School.  Dept,  of  CME,  Boston,  MA  02115, 
617/732-1525 


OUT  OF  STATE 
April  9-10 

I6ii;  \nnual  School  Health  Education 

Place,      Johnson  City,  TN 

Info:        i^imona  Miller.  Ph,D,.  Program  Coordinator.  Office  of  CME, 

Quil!  .-n-Dishner  College  of  Medicine.  Johnson  City,  TN  37614 

6I5/^J'3  6204 

April  9-11 

Thoracic  Imaging  Update 

Place;      Monterey.  CA 

Credit;     13  hours  Category  I  AMA 

Fee;         $295 

Info;        415/476-5808 


April  24-26 

9th  Annual  Conference  on  Emergency  Medicine  for  the  Primary  Care 
Physician 

Place;      Williamsburg.  VA 
Fee;         $295 

Info:        Kathy  Martin.  Office  of  CME.  Medical  College  of  Virginia.  Box 
48.  MCV  Sta,.  Richmond.  VA  23298-0001,  804/786-0494 

April  24-26 

7th  Annual  Clinical  Concerns  in  Primary  Care;  Office  Cardiology 
Place:      Williamsburg.  VA 
Fee;         $295 

Info:        Kathy  Martin.  Office  of  CME.  Medical  College  of  Virginia.  Box 
48,  MCV  Sta  ,  Richmond,  VA  23298-0001,  804/786-0494 
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April  27-Ma.v  2  (and  March  2-7) 
22nd  Annual  Family  Practice  Symposium 
Place:      Augusta.  GA 

Info:        Div.  of  CME,  Medical  College  of  Georgia,  Augusta,  GA  30912- 
6450.  404/828-3967 

April  29 

Acute  Care  Problems  in  Family  Practice 

Place:      Johnson  City,  TN 

Info:        Ramona  Miller,  Ph.D.,  Program  Coordinator,  Office  of  CME, 

QuiUen-Dishner  College  of  Medicine,  Johnson  City,  TN  37614. 

615/929-6204 

April  30-May  2 

Clinical  Nuclear  Cardiology:  Case  Review  with  the  Experts 

Place;      Bethesda.  MD 

Credit:     21 ,5  hours  Category  I  AMA 

Fee:         $415-465 

Info:        American  College  of  Cardiology.  91 1 1  Old  Georgetown  Rd., 

Bethesda,  MD  20814.  800/253-4636  (in  MD,  301/897-5400,  ext 

241) 

April  30-Ma.v  3 

North  American  Society  of  Pacing  and  Electrophysiology 
Place:      Boston,  MA 

Credit:     16  hours  Category  I  AMA  (for  General  Sessions) 
Fee:         $90-215 

Info:  NASPE  Registration,  13  Eaton  Court,  Wellesley  Hills,  MA  02181. 
617/237-1866 

May  2-9 

Doppler  and  2-D  Echocardiology 
Place:      Newport  Beach.  CA 
Fee:         $895  approx. 
Credit:     40  hours  Category  I  AMA 

Info:  Lisa  Krehbiel,  Institute  for  Medical  Studies,  30131  Town  Center 
Dr.,  Ste.  215,  Laguna  Niguel,  CA  92677.  714/495-4499 

May  8-10 

6th  Annual  MCV  Cardiology  Conference 
Place:      Williamsburg,  VA 
Fee:         $325 

Info:  Kathy  Martin,  Office  of  CME,  Medical  College  of  Virginia,  Box 
48,  MCV  Sta.,  Richmond,  VA  23298-0001.  804/786-0494 

May  IMS 

Consultant's  Course  in  Cardiology 

Place:      New  York,  NY 

Credit:     32  hours  Category  I  AMA 

Fee:         $425  ACC  members:  $525  others 

Info:  Registration  Secretary,  Extramural  Programs  Dept.,  American 
College  of  Cardiology,  9111  Old  Georgetown  Rd.,  Bethesda, 
MD  20814.  800/253-4636:  MD  &  AK,  301/897-5400  ext  226 

May  14-16 

Vascular  Surgery  1987:  Third  International  Vascular  Symposium 
Place:      New  York,  NY 
Fee:         $400 

Credit:     24  hours  Category  I  AMA 

Info:  Ann  J.  Boehme.  Assoc.  Director  for  CME,  Long  Island  Jewish 
Medical  Center,  New  Hyde  Park,  NY  11042.  718/470-8650 

May  15 

3rd  Annual  Symposium  on  Geriatric  Medicine 
Place:      Norfolk,  VA 
Credit:     5  hours  Category  I  AMA 
Fee:         $35-55 

Info:  Elaine  Halverson.  EVMS-CME,  P.O.  Box  1980,  Norfolk,  VA 
23501.  804/446-5243 

May  17 

Annual  Meeting,  NC  Chapter  of  American  College  of  Surgeons 
Place:      Myrtle  Beach,  SC 
Credit:     8  hours  Category  I  AMA 
Fee:         $50 

Info:  Michael  C.  Rowland.  M.D.,  FA. C.S.  Secretary-Treasurer  NC- 
ACS,  P.O.  Box  2000.  Pinehurst  28374.  919/295-2232 

May  18-19 

14th  Annual  Hans  Berger  Day  and  EEC  Symposium 
Place:      Richmond.  VA 
Fee:         $250 

Info:  Kathy  Martin.  Office  of  CME.  Medical  College  of  Virginia.  Box 
48.  MCV  Sta..  Richmond,  VA  23298-0001.  804/786-0494 


May  19-22 

Cell  Calcium  Metabolism  '87:  Physiology,  Biochemistry,  Pharmacology, 

and  Clinical  Implications 

Place:      Washington,  DC. 

Info:  Dr.  Gary  Fiskum,  Dept.  of  Biochemistry.  The  George  Washing- 
Ion  University  of  Medicine  and  Health' Sciences.  2300  Eye  St 
NW.  Washington.  D.C   20037. 

May  22-24 

2nd  Annual  Duke  Anesthesiology  Conference:  Oxygen  Transport  in  the 
Clinical  Setting 
Place:      Charleston.  SC 
Credit:     13  hours  Category  I  AMA 

Info:  Cynthia  C.  Easteriing.  M.  Ed.  Office  of  CME.  Box  3108  DUMC 
Durham  27710.  919/684-6878:  outside  NC  800/222-9984 

May  23-25 

Gynecologic  Urology  and  Pelvic  Surgery 

Place:      Williamsburg.  VA 

Fee:         $260 

Info:        Kathy  Martin.  Office  of  CME.  Medical  College  of  Virginia.  Box 

48,  MCV  Sta..  Richmond.  VA  23298-0001.  804/786-0494 
May  26-30 

Fifth  Annual  Cardiology  Update 
Place:      Honolulu.  HA 
Fee:         $395 
Info:        Lisa  Krehbiel.  30131  Town  Center  Dr. 

CA  92677.  714/495-4499 

May  30 

Management  of  Tough  Problems  in  Psychiatric  Practice 

Place:      Gatlinburg.  TN 

Info:        Ramona  Miller.  Ph.D..  Program  Coordinator.  Office  of  CME. 

Quillen-Dishner  College  of  Medicine.  Johnson  Citv.  TN  17614 

615/929-6204 

May  30- June  2 

Intemational  Conference  on  Missionary  Medicine 
Place:      St.  Simons  Island.  GA 
Fee:         $100-225 

Info:  Registrar.  ICMM.  MAP  Intemational.  Box  50.  Brunswick  GA 
31520.  912/265-6010.  ext  321 

June  1-5 

Basic  Mechanisms  of  Cardiovascular  Diseases:  Implications  for  Prevention 


Ste.  215.  Laguna  Niguel. 


Credit 

Fee: 

Info: 


and  Therapy 

Place:      London.  England 

26  hours  Category  I  AMA 

$425 

London  Cardiology  Course.  Div.  of  CME-Vanderbilt.  CCC-5326 

Medical  Center  North.  Nashville.  TN  37232.  615/322-4030 

June  3-7 

Eleventh  Annual  Postgraduate  Cour.se  on  Rehabilitation  of  the  Brain-In- 
jured Adult  and  Child 
Place:      Williamsburg.  VA 
Fee:         $285 

Info:        Kathy  Martin.  Office  of  CME.  Medical  College  of  Virginia.  Box 
48.  MCV  Station.  Richmond.  VA  23298-0001.  804/786-0494 

June  4-6 

1  llh  Annual  Update  Cardiology  for  the  Primarj'  Physician 

Place:      Charleston.  SC 

19  Hours  Category  I  AMA 

$335-400 

Registration  Secretary,  Extramural  Programs  Dept.,  American 

College  of  Cardiology,  91 1 1  Old  Georgetown  Rd  ,  Bethesda 

MD  20814.  800/253-4636  (in  MD  and  AK.  .301/897-5400.  ext 

226) 

June  5-7 

16th  Annual  Scientific  Assembly.  CA  Chapter  of  American  College  of 
Emergency  Physicians 
Place:      Newport  Beach.  CA 
Fee:         $250  non-members 

Info:        CAL/ACEP.  .505  N.  Sepulveda  Blvd..  #12-14.  Manhattr-    ijcach 
CA  90266.  213/374-4039 

June  6-11 

Advanced  Techniques  in  MRI 
Place:      Kiawah  Island.  SC 
Credit:     14  hours  Category  I  AMA 

Info:        Cynthia  C.  Easteriing.  M.Ed.,  Office  ot  CME.  Box  3108  DUMC. 
Durham  27710.  919/684-6878;  o'jlside  NC  800/222-9984 


Credit 

Fee: 

Info: 
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June  8-10 

Aggressive  Management  of  Cardiovascular  Emergencies 

Place;      Bethesda,  MD 

Credit;     17  hours  Category  I  AM  A 

Fee;         S415  members  ACC;  $465  others 

Info;  Program  Registrar.  Heart  House  Learning  Center,  American  Col- 
lege of  Cardiology.  9111  Old  Georgetown  Rd..  Bethesda.  MD 
20814.  301/897-5400.  ext  241;  800/253-4636 

June  9-13 

4th  Annual  Adult  Infectious  Disease  Seminar  —  Current  Update 

Place;      Hilton  Head  Island.  SC 

Credit;     19  hours  Category  I  AMA,  AAFP 

Fee;         $295 

Info;  George  M.  Converse.  M.D..  Director.  Medical  Education.  Lloyd 
Noland  Hospital  and  Health  Centers.  701  Ridgeway  Rd..  Fair- 
field. AL  35064.  800/845-6131  (in  SC,  800/922-70421 

June  10-13 

Post-Graduate  Course;  Dermatology  for  Non-Dermatologists 
Place;      Myrtle  Beach,  SC 
Credit;     15.5  hours  Category  1  AMA 
Fee;         $200-350 

Info;  Div.  of  Dermatology.  Box  3135.  Duke  University  Medical  Cen- 
ter. Durham  27710.  919/684-2504 

June  11-13 

Advanced  Echocardiography  and  Doppler  Ultrasound  1987 

Place;      San  Diego.  CA 

Credit;     21  hours  Category  I  AMA 

Fee;        $295-450 

Info;        Registration  Secretary.  Extramural  Programs  Dept.  American 

College  of  Cardiology.  9111  Old  Georgetown  Rd..  Bethesda. 

MD  20814.  301/897-5400.  ext  241;  800/253-4636 

June  11-13 

Current  Advances  in  Pediatric  Practice 

Place;      Gatlinburg.  TN 

Credit;     12  hours  Category  I/PREP.  AAP,  AAFP 

Info;        Dr.  Sandra  Loucks.  University  of  Tennessee  Memorial  Research 

Center  and  Hospital.  Dept.  of  Pediatrics,  1924  Alcoa  Highway. 

Knoxville.  TN  37920,  615/544-9331 

June  15-17 

Management  of  Clinically  Localized  Prostate  Cancer 
Place;      Bethesda.  MD 
Credit;     14  hours  Category  I  AMA 

Info:  Nancy  Cowan.  Prospect  Associates,  1801  Rockville  Pike,  Suite 
500.  Rockville.  MD  20852.  301/468-6555 

June  15-18 

1 8th  Annual  Internal  Medicine  Symposium 
Place:      Kiawah  Island,  SC 

Info;  Div,  of  CME,  Medical  College  of  Georgia,  Augusta,  GA  30912- 
6450.  404/828-3967 

June  15-18 

4th  Annual  Advanced  Colposcopy  and  Basic  and  Advanced  Gynecologic 
Laser  Surgery 
Place;      Hilton  Head.  SC 

Info;  Educational  Associates,  P.O.  Box  24772,  Winston-Salem  271  14. 
919/760-2788 

June  21-28 

3rd  Annual  Advances  in  Internal  Medicine 
Place;      Hilton  Head  Island.  SC 
Credit;     25  hours  Category  I  AMA 

Info;  CynthiaC  Eastcrlmg,  M.Ed. .  Office  of  CME,  Box  3108  DUMC, 
Durham  27710.  919/684-6878;  outside  NC  800/222-9984 

July  <>-ll 

Clinical  "^^hsletrics 
Place:      Ki.-wah  Island,  SC 

Info:  Div.  .  '  CME,  Medical  College  of  Georgia.  Augusta,  GA  30912- 
6450.  4ij  1/828-3967 

July  13-16 

Clinical  Cardiology 
Place;      Kiawah  Island.  SC 
Info:        Div.  of  CME,  Medical  Ci 
6450.  404/828-3967 


July  16-18 

3rd  Annual  Berkshire  Medical  Conference:  Advances  in  Cardiology 


Place:      Hancock,  MA 
Credit;     16  hours  Category  1  AMA 
Fee:         $295 

Info:        Berkshire  AHEC,  725  North  St. 
4161,  ext  2417 


Pittsfield.  MA  01201.  413/499- 


llege  of  Georgia,  Augusta,  GA  30912- 


July  17-19 

Practical  Internal  Medicine:  Selected  Topics  for  the  Internist 
Place;      Virginia  Beach,  VA 
Fee:         $295 

Info:  Kathy  Martin,  Office  of  CME,  Medical  College  of  Virginia,  Box 
48.  MCV  Station.  Richmond.  VA  23298-0001 

July  22-26 

Critical  Care  Medicine 
Place;      Kiawah  Island.  SC 

Info;  Div.  of  CME,  Medical  College  of  Georgia.  Augusta.  GA  30912- 
6450.  404/828-3967 

July  23-25 

3rd  Annual  Berkshire  Medical  Conference;  Common  Emergencies  in  Gen- 
eral Medicine 
Place;      Hancock.  MA 
Credit:     16  hours  Category  I  AMA 
Fee'         $295 

Info:  Berkshire  AHEC.  725  North  St..  Pittsfield.  MA  01201.  413/499- 
4161.  ext  2417 

July  27-29 

Pediatric  Update  1987 
Place;      Kiawah  Island.  SC 

Info:  Div.  of  CME.  Medical  College  of  Georgia.  Augusta.  GA  30912- 
6450.  404/828-3967 

July  31-August  2 

The  9th  Annual  Pediatric  Primary  Care  Conference;  Pediatrics  at  the  Beach 
Place;      Virginia  Beach.  VA 
Fee:         $275 

Info:  Kathy  Martin.  Office  of  CME.  Medical  College  of  Virginia.  Box 
48.  MCV  Station.  Richmond,  VA  23298-0001 

August  2-7 

Diagnostic  Electron  Microscopy;  Annual  Meeting.  Electron  Microscopy 

Society  of  America 

Place;      Baltimore,  MD 

Info:  John  Shelbume,  MD..  or  Victor  Roggli,  M.D..  Dept.  of  Pa- 
thology. Duke  University  and  V.A.  Medical  Centers,  Durham 
27710.  919/286-6925 

August  3-8 

Your  Practice,  Your  Money,  Your  Family 
Place;      Hilton  Head  Island.  SC 

Info;  Div.  of  CME.  Medical  College  of  Georgia.  Augusta.  GA  30912- 
6450.  404/828-3967 

August  6-9 

Summer  Retreat;  Practical  Issues  in  Primary  Care 
Place;      Virginia  Beach,  VA 
Fee:         $350 

Info;  Kaihv  Martin.  Office  of  CME.  Medical  College  of  Virginia.  Box 
48  ViCV  Station.  Richmond.  VA  23298-0001.  804/786-0494 

August  14-16 

Primary  Care  of  the  Female  Patient 
Place:      Virginia  Beach,  VA 
Fee;         $295 

Info:  Kathy  Martin.  Office  of  CME.  Medical  College  of  Virginia,  Box 
48  MCV  Station,  Richmond,  VA  23298-0001.  804/786-0494 

August  15 

Seminar  on  Geriatrics 

Place;      Abingdon,  VA 

Info;        Ramona  Miller,  Ph.D.,  Program  Coordinator,  Office  of  CME, 

Quillen-Dishner  College  of  Medicine,  Johnson  City.  TN  37614. 

615/929-6204 


232     NCMJ  /  April  1987.  Volume  48.  Number  4 


Motrin  800 


ibuprofen 


Extra  strength 
Economy 


\M^  A  Century 
^7V\- of  Caring 


-7  1886-1986 


1,38  January  1986 


There's  never  been 
a  better  time  for  her. . . 
and 
PREMARBV^ 

(Conjugated  Estrogens  Tablets) 


Now  the  evidence  looks  better 
than  ever 


Significantly  reduced  risk  of 
endometrial  hyperplasia 

Endometrial  hyperplasia  was  significantly  reduced  when  pro- 
gestin was  added  to  PREMARIN  therapy  for  more  than  ten  days 
a  month'  ■'  The  risk  of  endometrial  hyperplasia  may  also  be 
reduced  through  cyclic  administration  of  unopposed,  low-dose 
PREMARIN. 

Effect  on  lipids — an  important  feature 

PREMARIN  used  alone  does  not  adversely  affect  lipid  levels.  In 
fact,  a  clinical  study  has  shown  a  significant  increase  in  HDL 
cholesterol — from  49.7  mg/dL  to  56.4  mg/dL— and  decrease  in 
LDL  cholesterol — from  165.1  mg/dL  to  138.1  mg/dL— after  one 
year  of  therapy  with  PREMARIN,  0.625  mg." 

Low-dose  control  of  menopausal  symptoms* 

PREMARIN  effectively  relieves  vasomotor  symptoms,  such  as 
hot  flashes.  When  estrogen  deficiency  is  limited  to  atrophic 
vaginitis,  PREMARIN'  (conjugated  estrogens)  Vaginal  Cream 
restores  the  vaginal  environment  to  its  premenopausal  state. 

The  most  widely  used,  most  extensively 
studied  estrogen  worldwide. 


PREMARIN* 

(Conjugated  Estrogens  Tablets) 
Most  trusted  for  more  reasons 


♦PREMARIN  is  indicated  for  moderate-to-severe  vasomotor  symptoms. 
Please  see  following  page  for  brief  summary  of  prescribing  information 


For  moderate-to-severe 
vasomotor  symptoms 

PREMARDM^ 

(Conjugated  Estrogens  Tablets) 


ir«- 


0.3  mg    0.625  mg      0.9  mg       1.25  mg         2.5  mg 

The  appearance  of  these  tablets  is  a  trademark  of  Ayerst  Laboratories 


For  atrophic  vaginitis 

PREMARIN" 

(Conjugated  Estrogens) 


Vaginal 
Cream 


0.625mg/! 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  AND  PAJIENJ  INFORMATION    SEE  PACKAGE 
CIRCULARS  ) 

PREMAniN'  Brand  ot  conjugated  estrogens  tablets.  USP 

PREMARIN>  Brand  ol  coniugaled  estrogens  Vaginal  Cream  in  a  nonllquetylng  base 


1  ESTROGENS  HAVE  BEEN  REPORTED  TO  INCREASE  THE  RISK  Of  ENDOMETRIAL  CARCINOMA 

Three  mdependeni  case  conltol  studies  have  reported  an  increased  risk  ol  enOomelnal  cancer  m 
postmenopausal  wornen  exposed  to  exogenous  estrogens  for  more  than  one  year  This  nsk  was  indepen- 
dent ot  trie  oiher  known  nsk  factors  lor  endomelnal  cancer  These  studies  are  ludher  supported  by  the 
finding  that  mciclence  rales  ol  endometrial  cancer  have  increased  sharply  since  1969  m  eighl  different  areas 
of  the  United  Stales  with  popjialion-based  cancer  reporting  syslems,  an  increase  which  may  be  relaled  lo 
the  rapidly  expanding  use  of  estrogens  during  the  lasl  decade  The  three  case  control  studies  reported  Iftal 
the  risk  of  endometrial  cancer  in  estrogen  users  was  about  4  5  to  13  9  times  greater  than  in  nonusers  The 
risk  appears  to  depend  on  both  duration  of  Ireatment  and  on  estrogen  dose  In  view  ol  these  findings,  when 
estrogens  are  used  lor  the  treatment  ol  menopausal  symploms,  Ihe  lowest  dose  thai  will  control  symptoms 
should  be  utilized  and  medication  should  be  disconlinued  as  soon  as  possible  When  prolonged  Irealmenl  is 
medically  indicated,  Ihe  palient  should  be  reassessed  on  ai  leasi  a  semiannual  basis  to  determine  Ihe  need 
for  continued  therapy  Allhough  the  evidence  musl  be  considered  preliminary,  one  study  suggesis  thai 
cyclic  adminislralion  ol  low  doses  of  estrogen  may  carry  less  risk  than  continuous  acimmislralion,  il 
Iherefore  appears  prudent  lo  utilize  such  a  regimen  Close  clinical  surveillance  ol  all  women  lakmg 
estrogens  is  important  In  all  cases  of  undiagnosed  persistent  or  recurrmo  abnormal  vaginal  bleeding, 
adequate  diagnostic  measures  should  be  undertaken  to  rule  oul  malignancy  There  is  no  evidence  al  present 
thai  "natural  estrogens  are  more  or  less  hazardous  than  "synthetic'  estrogens  at  equiesirogemc  doses 

2  ESTROGENS  SHOULD  NOT  BE  USED  DURING  PREGNANCY 

The  use  ol  female  sex  hormones,  both  estrogens  and  progeslogens.  during  early  pregnancy  may  seriously 
damage  the  offspring  II  has  been  shown  that  females  exposed  m  utero  lo  diethyistiibestrol,  a  non-steroidal 
estrogen,  have  an  increased  risk  ol  developing  m  later  life  a  form  ol  vaginal  or  cervical  cancer  that  is 
ordinarily  extremely  rare  This  risk  has  been  estimated  as  not  qrealer  than  4  per  t.OOO  exposures 
Furthermore,  a  high  percentage  ol  such  exposed  women  (from  30%  lo  90°ol  have  been  lounoio  have 
vaginal  adenosis,  epithelial  changes  ol  Ihe  vagina  and  cervix  Allhouqh  these  changes  are  histologically 
benign,  it  is  not  known  whether  Ihey  are  precursors  of  malignancy  Although  similar  data  are  not  available 
with  the  use  of  other  estrogens,  il  cannot  be  presumed  Ihey  would  not  induce  similar  changes  Several 
reports  suggest  an  association  between  intrauterine  exposure  lo  lemale  sex  hormones  and  congenital 
anomalies,  including  congenital  heart  defects  and  limb  reduction  defects  One  case  control  study  estimated 
a  4  7-fold  increased  risk  of  limb  reduction  defects  m  mfanls  exposed  in  ulero  lo  sex  hormones  (oral 
contraceptives,  hormone  withdrawal  tests  for  pregnancy,  or  allempled  Irealmenl  lor  threatened  abortion) 
Some  ol  these  exposures  were  very  short  and  involved  only  a  few  days  of  trealmeni  The  data  suggest  that 
Ihe  risk  of  iimD  reduction  delects  m  exposed  leluses  is  somewhat  less  than  t  per  1,000  In  the  past,  (emaie 
sex  hormones  have  been  used  during  pregnancy  in  an  attempt  lo  treat  threatened  or  habitual  abortion  There 
IS  considerable  evidence  that  estrogens  are  ineffective  lor  these  indications,  and  there  is  no  evidence  irom 
well  controlled  studies  ihai  progestogens  are  etieciive  for  these  uses  II  PREMARIN  is  used  during 
pregnancy,  or  if  the  patient  becomes  pregnani  while  taking  ihis  drug,  she  should  be  apprised  of  ihe  potential 
risks  lo  the  fetus,  and  the  advisability  ol  pregnancy  continuation 


DESCRIPTION:  PREMARIN  |con|ugated  estrogens,  USP)  contains  a  mixture  ol  eslrogens,  obtained  exclusively 
Irom  natural  sources,  blended  to  represent  the  average  composition  ol  material  derived  irom  pregnant  mares' 
urine  It  contains  estrone,  equilm,  and  i/a-dihydroequilin.  together  with  smaller  amounts  of  17a-esfradiol, 
equilenin,  and  17a-dihydroequiienin  as  salts  ol  their  sulfate  esters  Tablets  are  available  in  0  3mg,0  625mg.O  9 
mg,  1  25  mg,  and  2  5  mg  strengths  of  coniugaled  estrogens  Cream  is  available  as  0  625  mg  conjugated 
estrogens  per  gram 

IHOICATIONS  AND  USAGE:  PREMARIN  (coniugaled  eslrogens  tablets.  USP)-  Moderate-io-severe  vasomotor 
Symptoms  associated  with  the  menopause  (There  is  no  evidence  thai  estrogens  are  effective  for  nervous 
symptoms  or  depression  wilhoul  associated  vasomotor  symptoms  and  they  should  not  be  used  to  treat  such 
conditions  )  Osteoporosis  (abnormally  low  bone  mass).  Atrophic  vaginitis  Kraurosis  vulvae  Female 
castration 

PREMARIN  (coniuoated  estrogens)  Vaginal  Cream  is  indicated  in  the  trealmeni  of  atrophic  vaginiiis  and 
kraurosis  vulvae  PREMARIN  HAS  NOT  BEEN  SHOWN  TO  BE  EFFECTIVE  FOR  ANY  PURPOSE  DURING  PREG- 
NANCY AND  ITS  USE  MAY  CAUSE  SEVERE  HARM  TO  THE  FETUS  (SEE  BOXED  WARNING) 
Concomitant  Progestin  Use:  The  lowest  effective  dose  appropriate  for  ihe  specific  indication  should  be  utilized 
Studies  of  the  addition  of  a  progestin  lor  7  or  more  days  ol  a  cycle  ol  eslrogen  administration  have  reported  a 
lowered  incidence  ol  endometrial  hyperplasia  Morphological  and  biochemical  siudies  ol  the  endometrium 
suggest  that  10  to  13  days  ol  progestin  are  needed  lo  provide  maximal  maturation  ol  the  enoomefnum  and  lo 
eliminate  any  hyperplaslic  changes  Whether  this  will  provide  protection  Irom  endometrial  carcinoma  has  not 
been  clearly  established  There  are  possible  additional  risks  which  may  be  associated  with  the  inclusion  of 
progeslin  m  estrogen  replacemenl  regimens  (See  PRECAUTIONS  j  The  choice  of  progestin  and  dosage  may  be 
important,  product  labeling  should  t)e  reviewed  lo  minimize  possible  adverse  effecls 
CO^THAINDICATIONS:  Estrogens  should  not  be  used  in  women  (or  men)  wilh  any  of  Ihe  lollowmo  condtlions  1 
Knov.  T  suspected  cancer  ol  Ihe  breast  excepl  m  appropriately  selected  paiients  being  ireated  (or  metastatic 
disease  Mown  or  suspected  esirogen-dependeni  neoplasia  3  Known  or  suspected  pregnancy  (See  Boxed 
Warning)  ••  riugnoseoabnormalgemlalbleedmg  5  Active  thrombophlebitis  or  thromboembolic  disorders 
6  A  past  hisl^  'I  Ihrombophlebilis.  thrombosis,  or  thromboembolic  disorders  associated  with  previous 
estrogen  use  (exi,    '  .vhen  used  m  treatment  of  breast  or  proslalic  malignancy) 

WARNINGS:  Long-te.  ■■ntmuous  administration  ol  natural  and  synthetic  estrogens  in  certain  animal  species 
increases  Ihe  Irequency  ■  a'Cinomas  ol  the  breasl,  cervix,  vagina,  and  liver  There  are  now  reports  thai 
eslrogens  increase  Ihe  risK  .  'Tinoma  ol  the  endometrium  in  humans  (See  Boxed  Warning  )  Al  the presenl 
time  mere  is  no  satisfactory  evii,.  <•  that  estrogens  oiven  to  postmenopausal  women  increase  the  risk  of  cancer 
of  Ihe  breasl.  allhough  a  recent  ,■  '..  has  raised  tms  possibility  There  is  a  need  for  caulion  m  prescribing 
eslrogens  lor  women  with  a  strong  '..tr  ly  hislory  ol  breast  cancer  or  who  have  breast  nodules.  Iibrocyslic 
disease,  or  abnormal  mammograms  Arti.-rii  5fuay  has  reported  a  2- lo3-lold  increase  m  the  risk  ol  surgically 
conlirmed  gallbladder  disease  m  women  recc  .■  ij  postmenopausal  eslrogens 

Adverse  etfects  of  oral  contraceptives  may  be  e  ■ ;.  f-'-ipri  at  the  larger  doses  ol  estrogen  used  to  treat  prostatic  or 
breast  cancer  or  postpartum  breast  engorgement,  i|  (..v  heen  shown  that  there  is  an  increased  risk  of  Ihrombosis 
m  men  receiving  estrogens  lor  proslalic  cancer  and  wiir'.-  tor  poslpartum  breast  engorgement  Users  of  oral 
contraceptives  have  an  increased  risk  ol  diseases,  suchasiif-.mhophiebiiis,  pulmonary  embolism,  stroke,  and 
myocardial  inlarction  Cases  of  retinal  Ihrombosis.  mesenteric  thrfnTibosis,  and  optic  neuritis  have  been  reported 
in  oral  contraceptive  users  An  increased  risk  of  poslsurgery  ihromhoembohc  complications  has  also  been 
reported  m  users  o!  oral  contraceptives  II  leasible.  eslrogen  should  be  discontinued  at  least  4  weeks  before 
surgery  of  Ihe  type  associated  with  an  increased  nsk  ol  thromboembolism  or  during  periods  ol  prolonged 
immobilization  Eslrogens  should  noi  be  used  in  persons  wiih  active  Ihrombophlebilis,  thromboembolic  disor- 
ders, or  in  persons  wiih  a  hislory  of  such  disorders  in  association  with  eslrogen  use  They  should  be  used  with 


caution  m  patients  with  cerebral  vascular  or  coronary  artery  disease  Large  doses  (5  mg  coniugaled  eslrogens 
per  day),  comparable  lo  those  used  lo  treat  cancer  ol  the  prostate  and  breasl,  have  been  shown  lo  increase  the 
nsk  ol  nonfatal  myocardial  infarction ,  pulmonary  embolism  and  Ihrombophlebilis  When  doses  of  this  size  are 
used,  any  of  Ihe  ihromboembolic  and  Ihrombotic  adverse  etfects  should  be  considered  a  clear  risk 

Benign  hepatic  adenomas  should  be  considered  in  eslrogen  users  having  abdominal  pain  and  tenderness, 
abdominal  mass,  or  hypovolemic  shock  Hepatocellular  carcinoma  has  been  reported  m  women  taking  estrogen- 
conlainmg  oral  contraceptives  Increased  blood  pressure  may  occur  with  use  ol  eslrogens  in  ihe  menopause  and 
blood  pressure  should  be  momlored  wilh  estrogen  use  A  worsening  ol  glucose  tolerance  has  ^t%n  observed  in 
palienis  on  eslrogen-conlaining  oral  conlraceplives  For  Ihis  reason,  diabetic  patients  should  be  carefully 
observed  Eslrogens  may  lead  lo  severe  hypercalcemia  in  patients  wilh  breasl  cancer  and  bone  metastases 
PRECAUTIONS:  Physical  examination  and  a  complete  medical  and  tamily  history  should  be  taken  prior  to  the 
initiation  ol  any  estrogen  therapy  with  special  relerence  to  blood  pressure,  breasls.  abdomen,  and  pelvic  organs 
and  should  include  a  Papanicolaou  smear  As  a  general  rule,  eslrogen  should  not  be  prescribed  lor  longer  than 
one  year  without  another  physical  examination  being  performed  Conditions  inlluenced  by  fluid  retention  such  as 
asthma,  epilepsy,  migraine,  and  cardiac  or  renal  dysfunction,  require  carelul  observation  Certain  patients  may 
develop  manifestations  of  excessive  estrogenic  stimulation,  such  as  abnormal  or  excessive  ulerine  bleeding, 
mastodynia.  etc  Prolonged  administration  of  unopposed  estrogen  therapy  has  been  reported  lo  increase  the  risk 
of  endometrial  hyperplasia  in  some  patienls  Oral  contraceptives  appear  to  be  associated  with  an  increased 
incidence  ol  menial  depression  Patients  with  a  history  of  depression  should  be  carefully  observed  Preexisting 
ulerine  leiomyomala  may  increase  in  size  during  estrogen  use  The  pathologist  should  be  advised  of  estrogen 
therapy  when  relevant  specimens  are  submitted  II  laundice  develops  in  any  pattern  receiving  eslrogen,  the 
medicalion  should  be  discontinued  while  the  cause  is  mveslioafed  Eslrogens  should  be  used  with  care  m  paiients 
with  impaired  liver  lunclion,  renal  insufficiency  metabolic  bone  diseases  associaled  with  hypercalcemia,  or  in 
young  patients  in  whom  bone  grovrth  is  not  complete  If  concomitant  progestin  therapy  is  used,  potential  risks 
may  include  adverse  effects  on  carbohydrate  and  lipid  metabolism 

The  following  changes  may  be  expected  with  larger  doses  of  eslrogen 

a   Increased  sulfobromophlhalein  retention 

b  Increased  prothrombin  and  laciors  VII,  VIII,  IX,  and  X,  decreased  antithrombin  3,  increased  nor- 
epmephrme-induced  platelet  aggregability 

c  Increased  thyroid  binding  globulin  (TBG)  leading  lo  increased  circulating  tolal  thyroid  hormone,  as 
measured  by  P8I,  T4  by  column,  or  T4  by  radioimmunoassay.  Free  T3  resin  uptake  is  decreased,  reflecting  Ihe 
elevated  TBG,  Iree  T4  conceniraiion  is  unaltered 

d  Impaired  glucose  tolerance 

e  Decreased  pregnanediol  excretion 

I    Reduced  response  lo  metyrapone  test 

g  Reduced  serum  folate  concentration 

h  Increased  serum  triglyceride  and  phospholipid  conceniraiion  As  a  general  principle.  Ihe  admimslration  ol 
any  drug  to  nursing  mothers  should  be  done  only  when  clearly  necessary  since  many  drugs  are  excreted  in  human 
milk 

ADVERSE  REACTIONS:  The  toUowing  have  been  reported  with  estrogenic  therapy,  including  oral  contraceplives 
breakthrough  bleeding,  spotting,  change  in  menstrual  flow,  dysmenorrhea,  premenstrual-like  syndrome, 
amenorrhea  during  and  after  treatment,  increase  in  size  of  uterine  hbromyomala,  vaginal  candidiasis,  change  m 
cervical  erosion  and  in  degree  ol  cervical  secretion,  cyslilis-like  syndrome,  lenderness.  enlargement,  secrelton 
(of  breasts),  nausea,  vomiting,  abdominal  cramps,  bloatmg,  cholestatic  laundice.  chloasma  or  melasma  which 
may  persisl  when  drug  is  discontinued,  erythema  mullilorme.  erythema  nodosum,  hemorrhagic  eruption,  loss  of 
scalp  hair,  hirsutism,  steepening  ol  corneal  curvature,  intolerance  lo  coniacl  lenses,  headache,  migraine, 
dizziness,  mental  depression,  chorea,  increase  or  decrease  in  weight;  reduced  carbohydraie  tolerance,  aggrava- 
tion ol  porphyria,  edema,  changes  in  libido 

ACUTE  OVERDOSAGE:  May  cause  nausea,  and  withdrawal  bleeding  may  occur  m  females 
DOSAGE  AND  ADMINISTRATION: 
PREMARIN-  Brand  Of  conjugated  estrogens  tatilets.  USP 

1  Given  cYChcaiiy  lot  short-ierm  use  only  For  Irealmenl  ol  moderaie  to  severe  rasomofoc  symptoms,  atrophic 
vaginitis,  or  kraurosis  vulvae  associated  with  ihe  menopause  (0  3  to  1  25  mg  or  more  daily)  The  lowest  dose  that 
will  control  symploms  should  be  chosen  and  medication  should  be  discontinued  as  promptly  as  possible 
Admimslration  stiould  be  cyclic  (eg,  three  weeks  on  and  one  week  of!)  Attempts  to  discontinue  or  taper 
medication  should  be  made  at  Ihree-  to  six-month  intervals 

2  Given  cychcally  Female  castralion  Osteoporosis  Female  castration— 1  25  mg  daily,  cyclically  Ad]usl 
upward  or  downward  according  lo  response  ol  the  patieni  For  mainlenance,  ad|ust  dosage  lo  lowest  level  thai 
will  provide  effective  control  Osteoporosis  —0  625  mg  daily  Administration  should  be  cyclic  (eg,  Ihree  weeks 
on  and  one  week  off) 

Patients  with  an  intact  ulerus  should  be  momlored  lor  signs  ol  endometrial  cancer  and  appropriate  measures 
taken  lo  rule  oul  malmnancy  in  the  event  of  persistent  or  recurring  abnormal  vaginal  bleeding 
PREMARIN'  Brand  of  conjugated  estrogens  Vaginal  Cream 
Given  cyclically  lor  shorl-lerm  use  only  For  treatmeni  ol  atrophic  vagmilis  or  kraurosis  vulvae 

The  lowest  dose  that  will  control  symptoms  should  be  chosen  and  medication  should  be  disconimued  as 
promptly  as  possible 
Administration  should  be  cyclic  (eg.  Ihree  weeks  on  and  one  week  off} 
Alfempfs  to  discontinue  or  taper  medication  should  be  made  al  three-lo-six  month  intervals 
Usual  dosage  range  2  lo  4  g  daily  mtravaginally,  depending  on  Ihe  severity  ol  Ihe  condition 
Treated  patienls  with  an  intact  uterus  should  be  monitored  closely  lor  signs  of  endometrial  cancer  and 
appropriate  diagnostic  measures  should  be  taken  lo  rule  out  malignancy  in  the  event  of  persistent  or  recurnng 
abnormal  vaginal  bleeding 
Relerences: 

1,  Whitehead  Ml,  Townsend  PT  Pryse-Davies  J.  el  al  Eflecis  ol  eslrogens  and  progestins  on  the  biochemistry  and 
morphology  ol  the  postmenopausal  endometrium  iV  EngU  Med  1981.305  1599-1605  2,  Palerson  MEL,  Wade- 
Evans  T,  Slurdee  DW,  el  al  Endomelnal  disease  after  irealmenl  with  oeslrogens  and  prooeslogens  m  the 
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AYERST  LABORATORIES 
New  York,  NY  10017 


OFFICIAL  CALL 
HOUSE  OF  DELEGATES 

HOUSE  OF  DELEGATES 

Meetings  Scheduled 


Notice  to:  Delegates,  Alternate  Delegates,  Officials  of  the 
North  Carolina  Medical  Society,  and  Presidents  and  Secre- 
taries of  county  medical  societies. 

Sessions  of  the  HOUSE  OF  DELEGATES  will  convene  in 
the  Cardinal  Ballroom,  Pinehurst  Hotel,  Pinehurst,  North 
Carolina,  at  the  following  times; 

Thursday,  April  30,  1987  —  9:30  a.m.  —  Opening  Session 
Saturday,  May  2,  1987  —  2:00  p.m.  —  Second  Session 

A  member  of  the  CREDENTIALS  COMMITTEE  will  be  present  at  the  Desli  in  the 
West  Lobby,  Wednesday,  April  29,  1987,  3:00  p.m.  to  5:00  p.m.,  and  Thursday.  April 
30,  1987,  8:30  a.m.  to  10:00  a.m.  to  certify  Delegates.  Delegates  are  urged  to  bring 
their  Credential  Cards  for  presentation  at  the  Registration  Desk.  Delegate  Badges  must 
be  worn  to  be  seated  in  the  HOUSE  OF  DELEGATES. 


REFERENCE  COMMITTEE 
HEARINGS 


Reference  Committee  hearings  are  scheduled  to 
begin  Thursday,  April  30,  1987,  at  2:00  p.m. 


JOHN  W.  FOUST,  M.D.,  President 

HENRY  J.  CARR.  JR.,  M.D.,  President-Elect 

T.  REGINALD  HARRIS,  M.D.,  Speaker 

JOHN  A.  FAGG,  M.D.,  Vice-Speaker 

JOHN  T.  DEES,  M.D.,  Secretary 

GEORGE  E.  MOORE,  Executive  Vice-President 
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In  Memoriam 


Angus  Murdoch  McBryde,  M.D. 

Angus  Murdoch  McBryde  was  bom  in  Raeford,  North 
Carolina  May  25,  1902  and  died  unexpectedly  in  Durham 
September  16,  1986  while  visiting  a  friend.  He  was  grad- 
uated from  Davidson  College  in  1924  and  the  University  of 
Pennsylvania  School  of  Medicine  in  1928.  His  residency 
was  served  at  the  University  of  Pennsylvania  and  Johns 
Hopkins.  He  came  to  Duke  University  School  of  Medicine 
in  early  1931  and  was  a  member  of  the  original  pediatric 
faculty  at  the  newly  founded  medical  school  where  his  chief 
interest  was  neonatology.  He  started  the  Special  Care  Nurs- 
ery. His  contributions  there  have  been  recognized  by  the 
annual  Angus  M.  McBryde  Perinatal  Symposium  for  the 
past  thirty-one  years,  the  Kenan-McBryde  endowed  Fellow- 
ship in  neonatology,  and  the  distinguished  Medical  Alumni 
award  for  excellence  in  teaching.  He  retired  from  Duke  in 
1972. 

In  1935  he  started  a  private  practice  of  pediatrics  in  Dur- 
ham combining  that  work  with  his  active  faculty  work  at 
Duke.  In  1949  he  was  joined  by  Dr.  Bailey  Webb  and  later 
by  Drs.  Clarence  Bailey  and  Jean  Findlay.  He  retired  from 
both  in  1981 .  He  was  past  president  of  the  Durham-Orange 
County  Medical  Society  and  North  Carolina  Pediatric  So- 
ciety, and  was  a  member  of  the  American  Medical  Asso- 
ciation, North  Carolina  Medical  Society,  American  Acad- 
emy of  Pediatricians  and  Society  for  Pediatric  Research. 

He  was  an  active  member  of  the  Kiwanis  Club  for  fifty 
years.  A  devout  member  of  St.  Phillips  Episcopal  Church, 
he  served  as  senior  warden  and  on  the  vestry  on  numerous 
occasions.  He  was  very  active  in  the  establishment  of  the 
soup  kitchen  and  the  building  of  the  Urban  Ministries  fa- 
cility. After  retirement,  he  and  his  wife,  Priscilla  Gregory 
McBryde,  served  as  Co-Chairman  of  the  Durham  Historic 
Preservation  Society.  An  avid  sports  fan,  he  enjoyed  playing 
golf  until  his  death.  He  was  a  devoted  husband  and  father 
and  a  man  of  many  friends.  In  1975  he  was  named  a  Father 
of  the  Year  in  Durham. 

Quoting  Dr.  Lenox  Baker  in  the  Durham  Morning  Her- 
ald, "Dr.  McBryde  as  a  man  could  stand  out  in  a  crowd 
without  being  conspicuous.  He  exuded  a  certain  presence: 
knowledge  of  medicine,  care  for  his  students  and  especially 
'lis  patients  and  a  variety  of  interests. 

What  interested  him  most  though  were  people.  He  had 
a  largv  heart  for  helping  others,  whether  through  medicine 
or  commu  'ity  service  — 

"Today's  ^  neration  of  doctors  and  students  at  Duke  can 
look  back  on  the  career  of  Dr.  McBryde  and  say,  as  Sir 
Isaac  Newton  did,  thu.-  *hey  see  far  afield  because  they  stood 
on  the  shoulder  of  giani.-.    He  was  one." 

He  is  survived  by  his  wife,  three  children.  Dr.  Angus  M. 
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McBryde,  Jr.,   Neill  Gregory  McBryde,   Mrs.  James  T. 
Spence,  III  and  ten  grandchildren. 

Walter  J.  Loehr,  M.D. 

President 

Durham-Orange  County  Medical  Society 

Perry  Belton  Clark,  M.D. 

ftrry  Clark  burned  as  brightly  as  it  was  possible  for  a  person 
to  bum.  He  was  a  devoted  and  loving  husband  and  father, 
a  highly  skilled  physician  with  consummate  compassion, 
and  an  understanding  and  giving  friend. 

Perry  Clark  died  on  Sunday,  November  30,  1986  at  For- 
syth Memorial  Hospital  where  he  had  been  since  suffering 
a  massive  cerebral  hemorrhage  while  jogging  on  November 
27,  1986.  Perry  was  bom  on  April  30,  1939  in  Louisville, 
Kentucky  to  Robert  F.  and  Louise  P.  Clark.  He  grew  up  in 
Louisville  and  graduated  college  at  Princeton  University. 
He  retumed  to  the  University  of  Kentucky  Medical  School 
where  he  received  his  M.D.  and  then  served  his  internship 
at  UCLA.  Perry  then  came  to  Winston-Salem  and  did  his 
training  in  obstetrics  and  gynecology  at  North  Carolina  Bap- 
tist Hospital  and  Bowman  Gray  School  of  Medicine.  He 
finished  this  residency  in  1972  and  joined  the  Lyndhurst 
Gynecologic  Associates  and  had  practiced  as  a  member  of 
that  group  throughout  his  career. 

Perry  was  a  dynamic  member  of  the  Lutheran  Church  of 
the  Epiphany  and  was  also  a  member  of  Old  Town  Club 
and  the  downtown  Rotary  Club.  He  was  a  tireless  worker 
and  a  major  force  in  the  Planned  Parenthood  organization 
in  this  area  and  was  largely  responsible  for  the  successful 
fund  raising  efforts  for  this  organization.  We  all  remember 
the  tenacity  of  his  fund  raising  and  promotional  efforts. 

During  this  past  year  Perry  was  taking  part  in  the  Lead- 
ership Winston-Salem  activities  and  at  the  time  of  his  death 
was  about  to  be  named  President  Elect  of  the  Forsyth  County 
Medical  Society.  Perry  had  devoted  a  great  deal  of  time 
over  the  past  several  years  working  on  public  relations  for 
the  Medical  Society  because  he  was  concerned  about  the 
public  image  of  physicians  in  Winston-Salem. 

This  great  bear  of  a  man  affected  and  inspired  all  of  us. 
He  faced  setbacks  which  would  have  subdued  a  lesser  being 
and  came  back  driving  even  harder.  None  of  us  will  forget 
his  contagious  laugh,  his  often  moist  eyes  triggered  by  the 
real  stuff  of  life,  his  unconditional  love  for  people  from  all 
walks  of  life,  and  his  innate  compassion  and  nurturing  for 
those  in  pain  and  doubt. 

It  is  now  our  job  to  continue,  and  keep  alive,  what  Perry 
Clark  represented. 

Forsyth-Stokes-Davie  County  Medical  Society 

Ray  Donald  Minges.  M.D. 

On  August  15,  1920,  in  Catawba  County,  N.C.,  Ray 
Donald  Minges  entered  this  world.  His  family  subsequently 
moved  to  Greenville  where,  with  his  parents,  brothers  and 
sister,  he  helped  build  the  Pepsi-Cola  Company  in  this  area 
by  working  before  and  after  school  hours.  Following  grad- 


uation  from  high  school,  he  entered  and  was  graduated  from 
Davidson  College  in  1941.  In  1944  he  was  graduated  from 
the  Medical  College  of  Virginia  Commonwealth  University 
School  of  Medicine.  Ray's  post  graduate  training  included 
an  Internship  and  first  year  Residency  in  General  Surgery 
at  Johnson-Willis  Hospital  in  Richmond,  Virginia.  From 
1946  to  1948  he  served  as  a  Medical  Officer  with  the  U.S. 
Army  in  Alaska  and  the  Aleutian  Islands.  From  1948  to 
1950  he  returned  to  Johnson-Willis  Hospital  and  served  as 
a  Resident  in  Internal  Medicine.  From  July  1950  through 
September  1953  he  completed  his  training  in  General  Sur- 
gery at  the  Medical  College  of  Virginia  Hospital.  Upon  his 
return  to  Greenville  he  entered  into  the  practice  of  General 
Surgery  until  his  retirement  in  1970. 

Dr.  Minges  was  one  of  the  first  to  usher  in  the  era  of 
specialization  in  practice  in  Eastern  North  Carolina.  He  was 
active  in  the  Pitt  County  Medical  Society  and  served  as 
Chief  of  Staff  at  Pitt  County  Memorial  Hospital.  Ray  was 
a  strong  supporter  of  the  continued  development  of  medicine 
and  medical  services  in  this  area. 

As  a  physician,  Ray  exhibited  a  sincere  interest  in  the 
care  and  well-being  of  his  patients.  On  many  occasions, 
he  impressed  us  with  his  deep  thought  and  thorough  con- 
sideration of  all  possible  diagnoses  prior  to  performing  sur- 
gery on  a  patient  —  a  quality,  I  like  to  think,  he  acquired 
as  a  resident  in  Internal  Medicine.  He  was  an  excellent 
surgeon  and  physician,  who  knew  his  limitations  and  had 
no  reservations  about  recommending  that  a  better  qualified 
colleague  manage  any  patient  beyond  his  capabilities.  He 
was  always  the  first  to  admit  any  error  in  judgment. 


As  a  person.  Dr.  Minges  freely  gave  of  his  time,  knowl- 
edge, energy,  and  money  to  innumerable  projects  in  the 
Greenville  Community.  Ray  had  the  ability  to  recognize 
promise  in  young  people  and  on  many  occasions  made  fi- 
nancial assurance  that  they  were  able  to  receive  a  college 
education.  Ray  had  an  abiding  faith  and  trust  in  his  God 
which  provided  him  with  an  immense  inner  strength.  It  was 
this  faith  and  strength  that  enabled  him  to  endure  several 
personal  tragedies  in  his  life,  and  face  the  inevitable  with 
courage  and  inner  peace.  His  spectrum  of  friends  was  wide 
and  reflected  his  interest  in  education,  hunting,  sports,  church 
and  community.  He  was  known  to  one  and  all  as  Ray. 

Dr.  Minges  viewed  death  as  he  did  graduation  —  not  an 
end  but  a  beginning.  On  January  19,  1987,  Ray  departed 
this  life  to  join  his  daughter  Barbara  and  son  Donald  who 
had  preceded  him. 

Mrs.  Virginia  Minges  has  lost  a  loving  husband;  Tom, 
Pat  and  Ginger  have  lost  an  adoring  father;  the  Community 
has  lost  a  magnanimous  benefactor;  East  Carolina  Univer- 
sity has  lost  a  tireless  supporter  and  fund  raiser;  Medicine 
has  lost  a  sensitive  and  caring  physician;  and  those  of  us 
who  knew  Dr.  Ray  Minges  have  lost  a  close  and  trusted 
friend. 

If  Ray  had  the  opportunity  to  leave  us  collectively  any 
parting  comments,  I  believe  he  would  say  "Do  not  despair 
over  my  death,  but  rejoice  in  the  life  I  had  with  you." 


Eric  Fearrington,  M.D. 
Pitt  County  Medical  Society 


■A 


Our  journal  has  a  new  look  .  .  . 


We  thank  the  NCMJ  Editorial  Board,  editorial 
assistant  Jane  Whalen,  and  our  printer  The  Ovid 
Bell  Press,  Inc.,  for  their  contributions. 

The  Editor  and  Managing  Editor 
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Dear  Colleague: 

I  am  preparing  to  release  to  the  public  an  STD  profile  including  HTLV-III  antibodies. 
Hepatitis  B  Surface  Antigen,  Chlamydia  IFA  antibodies,  and  Syphilis  RPR.  This 
profile  will  be  known  as  AIDCARD®  and  will  cost  $60.  Western  Blot  will  be  done 
on  all  positive  HTLV-III  tests  and  FTA  on  all  positive  RPR.  These  will  be  done  by 
a  highly  reputable  and  licensed  and  certified  reference  laboratory  located  in  North 
Carolina. 

The  positive  tests  will  generate  a  group  of  concerned  citizens  who  will  be  seeking 
your  evaluation  of  the  meaning  of  those  positive  tests.  We  recognize  that  the 
chlamydia  antibody  test  will  be  positive  in  a  large  number  of  people  who  are  not 
infectious.  We  decided  to  make  this  a  part  of  the  profile  because  it  would  identify 
a  group  at  risk  and  bring  these  people  to  you  for  a  proper  search  for  other  STD's. 
If  you  evaluate  these  people  and  find  that  they  are  not  contagious  and  will  write 
us  to  that  effect,  we  will  issue  them  an  AIDCARD®. 

People  with  AIDCARD®  kits  may  be  seeking  you  out  as  a  reliable  person  to  do 
their  phlebotomy.  They  should  bring  you  a  separator  tube  and  mailer.  lOcc's  of 
blood  should  be  placed  in  the  red-top  tube  and  allowed  to  clot  for  20  minutes  and 
then  centrifuged  for  10  minutes  at  RCF  1000  G.  We  have  suggested  a  $3  to  $5 
laboratory  fee  as  being  appropriate.  These  instructions  come  with  each  kit. 

We  have  made  extensive  and  detailed  preparations  to  protect  the  absolute  privacy 
of  those  persons  submitting  blood  samples.  We  want  you  to  understand  how  our 
system  works.  Therefore,  we're  offering  a  test  for  you  and  one  other  person  of 
your  choosing  for  $100  (or  one  test  for  $50).  Send  cash,  check  or  money  order  to 
AIDCARD®  INTERNATIONAL  in  care  of  me  at  the  address  below,  or  you  may 
phone  a  Mastercard  or  Visa  order  to  1-919-663-2931.  You  may  order  kits  for  your 
patients  at  the  public  price  of  $60.  You  may  wish  to  encourage  your  hospital  and 
the  dentists  in  your  community  to  do  likewise.  We  are  one  of  the  groups  at  risk 
from  unknown  carriers. 

There  are  limitations  and  shortcomings  to  this  undertaking,  the  primary  ones  being 
those  trade-offs  between  our  public-health  desire  for  case  finding  and  the  individ- 
ual's right  to  privacy.  Any  way  you  can  help  to  resolve  these  dilemmas  with  each 
individual  will  be  a  great  service.  Any  suggestions  for  improvement  in  our  program 
will  receive  careful  attention.  Your  support,  both  publicly  and  privately,  will  be 
greatly  appreciated.  We  expect  such  a  profile  to  represent  the  standard  of  care  at 
least  for  anyone  with  STD  signs  or  symptoms. 

John  R.  Dykers,  Jr.,  M.D. 

P.O.  Box  565 

Siler  City,  NC  27344 


PAID  ADVERTISEMENT" 
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How  MoreThan  2000  Doctors 
Have  Eased  The  Rain 
Of  Managing  A  Practice. 


If  your  practice  is  like  a  lot  of  others, 
you  often  spend  more  time  on  office 
problems  than  on  the  health  problems  of 
your  patients. 

Our  one  easy-to-use,  fully-integrated 
computer  system  can  take  care  of  billing, 
provide  financial  updates,  help  you  market 
your  practice.  And  give  you  more  time  to  do 
what  you  went  to  medical  school  for. 

"Medic  continues  to  be  the  best 
system  for  our  clients." 

Thomas  Booth,  president  of  The  PM  Group, 
Battle  Creek,  Michigan 

When  this  nationally-recognized 
medical  consulting  firm  recommends  a 
product  to  their  clients,  you  know  its  been 
carefully  scrutinized.  After  reviewing  over 
60  medical  systems,  The  PM  Groupjudged 
our  system  to  be  the  best.  And  the  one  that 
offers  the  best  support  and  service. 

"It's  helped  our  cash  flow 
tremendously." 

Mike  Griga,  general  manager  of  Mayfield 
Neurological  Institute,  Cincinnati,  Ohio 

Changing  the  billing  system  from  once 
a  month  to  once  a  week  is  just  one  way 
Medic  has  improved  the  bottom  line  of  the 
nation's  largest  neurosurgery  group.  Our 
system  can  ease  the  process  of  sending 


statements  and  reduce  the  number  of 
uncollected  bills.  Plus,  our  easy-to- 
understand  pnntouts  help  you  keep  better 
track  of  your  financial  condition. 

"When  lightning  knocked  out  our 
system,  Medic  worked  through  the 
night  to  get  It  up  and  running  quickly." 

Doug  Speak,  assistant  administrator  of 
Suncoast  Medical  Clinic,  St.  Petersburg, 
Florida 

We'll  do  whatever  it  takes  to  keep  your 
system  working.  Day  or  night.  We  have  a 
toll-free  STAT  line  to  handle  questions  and 
problems.  And  there's  a  STAT  PLUS  line 
from  our  support  center  to  your  system 
for  software  updates  and  diagnoses. 

So  if  you're  looking  to  increase  the 
efficiency,  productivity  and  profitability  of 
your  practice,  take  a  look  at  the  Medic 
Computer  System. 

Over  2000  physicians  in  more  than 
600  practices  throughout  the  U.S.  are 
calling  It  a  minor  medical  miracle. 


medw 

computer  systems 


6601  Six  Forks  Road,Suite  150 
Raleigh,  North  Carolina  27609 

Telephone  toll-free:  1-800-334-8534 
North  Carolina:  919-847-8102 

Other  offices:  Cincinnati,  Ann  Arbor 
Orlando,  Pittsburgh,  Richmond 

Please  tell  me  how  Medic  Computer 
Systems  can  help  my  practice. 


Name- 


Address- 
Oily 


Slale- 


Phone ( 


)- 


Number  of  r  hystcians  in  practice  _ 
Specially 


Medic  Computer  Systems 

6601  Six  Forks  Rd.,  Suite  150 
1^  Raleigh,  North  Carolina  27609 
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Classified  Ads 


■ft: 


KEEPING  LONG  HOURS?  Too  many  patients  and  not 
enough  time?  Have  you  considered  employing  a  phy- 
sician assistant  to  help  you  extend  your  practice  with- 
out extending  yourself:  The  North  Carolina  Academy 
of  Physician  Assistants  can  supply  you  with  helpful 
information  about  the  training  and  capabilities  of  phy- 
sician assistants.  For  more  information  contact  Dean 
Minton,  PA-C,  NCAPA  Public  Affairs  Chairman,  209 
Shenendoah  Dr.,  Winston  Salem  27103.  919/748-2247 
(work);  919/768-4934  (home). 

MEDICAL  PRACTICE  SALES  AND  APPRAISALS  - 
We  specialize  in  the  valuation  and  selling  of  medical 
practices.  If  interested  in  buying  or  selling  a  medical 
practice,  contact  our  Brokerage  Division  at  The  Health 
Care  Group,  400  GSB  Building,  Bala  Cynwyd,  PA 
19004;  215/667-8630. 

MARTINSBURG,  WEST  VIRGINIA  -  Seeking  direc- 
tor, board  prepared  or  certified  in  emergency  medi- 
cine, for  busy  268  bed  hospital  within  IVi  hour  drive 
of  Washington,  D.C.  Attractive  compensation  and 
malpractice  insurance  provided.  Please  submit  re- 
sume to  Emergency  Consultants,  Inc.,  One  Winde- 
mere  Place,  Room  33,  Petoskey,  MI  49770.  800/253- 
7092  or  in  Michigan  800/632-9650. 

NORTH  CAROLINA:  GREENSBORO,  expanding 
emergency  department/level  II  trauma  center.  Group 
looking  for  full  and  part-time  physicians.  Minimum 
requirement  —  Board  eligibility  in  Emergency  Med- 
icine. Send  CV  to  Norman  Mayer,  M.D.,  Post  Office 
Box  29066,  Greensboro  27408.  919/379-3965. 

EASTERN  NORTH  CAROLINA:  Primary  care  physi- 
cians needed  for  urgent  care  and  family  care  medicine 
in  eastern  North  Carolina.  Board  certified  preferred. 
Contact  Nancy  Prehn  919/323-8676.  Written  replies 
should  be  sent  to  P.O., Box  2385,  Favetteville  28302- 
2385. 

B/E,  B/C  OB/GYN  to  join  solo  physician  in  well  estab- 


lished and  busy  practice.  Excellent  salary  leading  to 
eventual  partnership.  Located  27  miles  NW  of  Char- 
lotte, 15  minutes  to  Lake  Norman,  Send  C.V.  to:  Necip 
Ari,  M.D.,  P.O.  Box  656,  Lincolnton  28092. 

NEPHROLOGIST/CARDIOLOGIST  -  Growing  prac- 
tice in  IM-Hypertension/Nephrology  is  seeking  a  part- 
ner/associate (IM-Nephrology/Cardiology).  Location: 
Raleigh,  North  Carolina.  Please  send  CV  to:  Charles 
Cook,  M.D.,  M.P.H.  P.O.  Box  28145,  Raleigh  27611. 

WANTED-INFORMATION  leading  to  JAMA  issues, 
unbound,  for  the  1960s,  1970s  plus  1980.  Phone  col- 
lect: 704/636-2466. 

NORTH  CAROLINA:  Partner  wanted  for  solo  G.P.  in 
Winston-Salem.  Please  send  CV  to:  W.D.  Vreeland, 
Jr.,  M.D.,  3910  Country  Club  Road,  Winston-Salem 
27104. 

THORACIC  SURGEON:  General  surgical  group  in  se- 
mirural,  southern  Virginia  town  seeks  associate.  Sup- 
ported by  260  bed  hospital,  20-(-  primary  care  phy- 
sicians, and  three  county  drawing  area  with  no 
competition.  Outdoor  amenities:  hunting/fishing;  2 
hours  from  six  major  medical  schools.  Attractive  com- 
pensation beneflts  package  including  no  cash  buy  in. 
Contact  Bobby,  Tyler  &  Company,  9040  Roswell  Rd., 
Atlanta,  GA  30338.  Collect,  404/641-6411. 

EXCELLENT  PHYSICIAN  OPPORTUNITIES  —  NA- 
TIONWIDE. All  specialties;  however,  FPs,  IMs, 
OBGs,  ORSs,  and  PDs  are  especially  needed.  Finan- 
cial guarantees  and  benefit  packages  available  in  var- 
ious practice  types  and  community  sizes.  We'll  help 
you  locate  the  right  position.  For  confidential  inter- 
view call  713/681-7454.  The  Hilton  Group,  P.O.  Box 
920970-E24,  Houston,  TX  77018. 

INTERNIST  WANTED:  for  association  with  four  in- 
ternists, southeast  coast  of  Florida.  Board  qualified, 
salary:  $50,000  plus  percentage  early  partnership  as- 
sured: P.O.  Box  768,  Lake  Worth,  FL  33460. 


238     NCMJ  /  April  1987.  Volume  IS.  Number  4 


AUTHORS 


INSTRUCTIONS  FOR  SUBMITTING 
PAPERS 

Copyright  of  an  article  published  in  the  North  Car- 
olina Medical  Journal  is  retained  by  the  author,  but 
the  copyright  to  each  entire  issue  is  the  property  of 
The  North  Carolina  Medical  Society,  and  permission 
to  reprint  all  or  any  part  of  a  published  article  must 
be  negotiated  with  the  author  and  the  editor  jointly. 
The  reprinted  material  must  carry  a  credit  line  sig- 
nifying that  it  appeared  in  the  North  Carolina  Medical 
Journal. 

Medical  articles,  editorials,  patient  oriented  arti- 
cles, letters  to  the  editor  and  all  other  text  submitted 
for  publication  must  be  double-spaced  throughout,  in- 
cluding references  and  legends.  The  material  should 
be  typed  on  one  side  of  the  paper  with  1  Vi  inch  mar- 
gins all  around.  Do  not  use  an  all-caps  or  a  script 
typeface.  Submit  one  original  and  one  copy.  Please 
be  sure  to  include  your  phone  number. 

The  author  is  responsible  for  the  accuracy  of  all 
statements  and  references.  Acronyms  and  other  ab- 
breviations should  be  kept  to  a  minimum;  any  acronym 
used  should  be  fully  translated  in  the  text.  Refer  to 
pharmaceutical  products  by  their  generic  names;  brand 
names  may  follow  in  parentheses.  Units  of  measure 
should  appear  in  the  metric  system.  References,  typed 
double-spaced,  should  be  listed  in  the  order  of  their 
citation  in  the  text,  not  alphabetically.  They  should 
follow  the  style  used  in  the  Journal. 

Illustrations  should  be  black  and  white  glossy  prints 
or  color  or  black  and  white  slides,  with  legends  typed 
in  double-space  on  a  separate  sheet  of  paper.  Since 
the  Journal  has  a  limited  budget  for  color,  it  may  be 
a  factor  in  publishing  color  illustrations. 

Attach  to  the  two  copies  of  the  manuscript  a  cover 
letter  giving  the  address  and  telephone  number  of  the 
person  who  will  correspond  about  it.  and  address  the 
completed  communication  to  the  Editor.  Box  3910, 
Duke  University  Medical  Center.  Durham,  NC  27710. 

All  manuscripts  are  subject  to  editorial  changes.  If 
extensive  revision  is  necessary,  the  author  will  receive 
a  draft  of  the  edited  article  for  approval  before  pub- 
lication. 

Authors  interested  in  more  effective  writing  may 
find  The  Elements  of  Style  by  Strunk  and  White  and 
How  to  Write  and  Publish  a  Scientific  Paper  by  Day 
helpful. 

Extracted,  with  permission,  from  Virginia  Medical  with  thanks. 
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■■  1 . 1  think  I  have 
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negative. 

3.  I'm  on  the 
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12.  I'm  allergic  to 
flowering  ■■ 
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won't  use  any  of  them. 

Give  blood  through  the 

American  Red  Cross. 
Please,  don't  chicken  out. 
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Phone  No.  704/372-2240 

Winchester  Home  Healthcare 

Medical  supplies  and  equipment  for  your  patients  at  home 
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704/332-1217 
704/547-0708 
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Serving  the  MEDICAL  PROFESSION  of  NORTH  CAROLINA 
and  SOUTH  CAROLINA  since  1919. 
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YOUR  ROCHE  REPRESENTMVE 
WOULD  LIKE  YOU  TO  HAVE 
SOMETHING  THAT  WILL... 

. . .  improve  patient  satisfaction  with  office  visits 

. . .  improve  patient  compliance  with  your  instructions 

. . .  reduce  follow-up  calls  to  clarify  instructions 

The  new  Roche  product  books 

•  Offer  a  supplement  to,  not  a  substitute  for,  patient  contact 

•  Support  your  specific  instructions  to  the  patient 

•  Provide  a  long-term  reinforcement  of  your  oral  counseling 

Because  you  are  the  primary  source  of  medical  information  for  your  patients, 
we  invite  you  to  looli  over  the  Roche  Product  Booklets  shown  below  and  ask 
your  Roche  representative  for  a  complimentary  supply  of  those  applicable  to 
your  practice. 


ROCHE 

MEDICATION 

ME 

EDUCATION 


Medicines  that  matter  from  people  who  care 


EXCELLENCE  t-^^^ 


C/l 

o 

z 

D 

ni 
en 


Presenting 

the  winners  of  the  1987 

Roche  President's  Achievement  Awards 


CD 
V 
> 

V 

< 


Ui 


Hoffmann-La  Roche  is  pleased  to  honor  these  outstanding  sales  repre- 
sentatives, chosen  for  their  unparalleled  dedication  to  the  health-care 
field,  professionalism  and  consistent  high  level  of  performance.  Please 
join  us  in  congratulating  these  exceptional  individuals. 


1 

f4 

Luther  M.  Pratt  Jr. 


Richard  Schmidt 


Alvin  Rufus  Walston  Jr. 


Turn  to  the  preceding  page  and  find  out  how  your  award-winning 
Roche  representative  can  help  both  you  and  your  patients. 
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CRUMFTON  COMPANY. 


Why  do  most  NC  physicians  participate  in  the 
Crumpton  Plan  of  Disability  Income  Protection? 

THE  ANSWER  is  the  47  years  of  successful 
relationship  and  personal  service  at  claim  time! 

Yes,  the  feeling  of  security  as  well  as  economic 
advantage  in  knowing  the  program  is  a  plan  of 
carefully  designed  benefits. 
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to  produce  —  not  promises,  but  performance. 


Why  not  call  us  today  to  obtain  the  latest  details  for 
your  group  practice?  We  are  delighted  to  offer  our 
broadened  portfolio  of  professional  insurance. 
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Insurance® 
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Pharmacy  Systems  to: 


Ulscrips,  In-Office 
Pharmacy  Makes  Filling 
A  Prescription  As  Easy 
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DO  YOU  SOMETIMES  FEEL  THAT  YOUR 
PRACTICE  IS  RUNNING  YOU?  DO  YOU  FEEL 
INTIMIDATED  BY  THIRD  PARTIES?  ARE  YOU 
CONCERNED  ABOUT  YOUR  LEVEL  OF 
PROFIT?  ARE  YOU  LOOKING  FOR  WAYS  TO 
BOOST  PRODUCTIVITY? 


You,  as  a  physician,  need  not  be  told  that  the  practice  of  medicine  is  undergoing  some  marked  changes 
due  to  many  factors,  not  the  least  of  which  are  increasing  competition  and  the  encroachment  of  govern- 
ment and  other  third  parties  into  the  delivery  of  health  care.  In  addition  to  the  above  concerns,  consider 
these  also: 

—  Are  your  expenses  too  far  out  of  line  with  your  gross  (over  55-60%)? 

—  Do  costs  appear  to  be  out  of  control,  and  you  can't  figure  out  why? 

—  Do  you  have  a  low  (below  93-95%)  collection  rate,  and  do  you  have  trouble  making  firm  financial 
arrangements  with  your  patients? 

—  Is  your  practice  unstable  or  showing  difficulty  in  getting  patients  to  return? 

—  Are  you  losing  out  to  the  competition  in  your  community? 

If  you  are  having  difficulty  crystallizing  your  practice  goals,  or  lack  the  technical  expertise  to  solve  any 

of  the  above  problems,  you  need  the  objective,  informed  viewpoint  of  a  practice  management  consultant. 

There  is  one  company  with  27  years  of  continuous  service  to  physicians  in  North  Carolina  that  provides 

a  total  scope  of  practice  management  including  free  consultation  and  guaranteed,  pay-later  practice 

analysis. 

Call  us  collect  for  additional  information  .  .  .  (919)  454-5132. 

TUCKER  ENTERPRISESJNC.  -  complete  practice  analysis 

KEYSTONE  MANAGEMENT  SERVICES,  INC.  -total  continuing  practice  management. 

CPT  COMPANY,  INC.  -  procedural  and  diagnostic  coding  studies 

P.O.  Drawer  968, 122  E.  Mam  St.,  Jamestown,  North  Carolina  27282 
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The  Generator  That  Makes  Other  Generators  Obsolete! 

The  New  Bennett  80  Programmable 

>1UrO-TECH 

Adxanced  technology  ha.s  enabled  B &  B X  Ray, 
Inc.  to  offer  yt)u  the  Bennett  80  Programmable 
AutoTech,  a  generator  that  offers  you  acaircicy. 
cuiwenience,  and  cfjiciency.  With  Auto-Tech  you 
never  have  to  mea.sure  anatomical  part.s  or  equate 
factors  from  technique  chart.s.  Tlie  Bennett  Auto 
Tech  ha.s  80  pre  pix)grammed  technique  selec 
tion.s  for  vi'hich  anatomical  parts  are  automaticalK- 
measured  by  sonar  and  converted  into  optimum 
kVp  and  niAs  using  the  shortest  exposure  time 
ani.!  highe.st  mA  po,ssible.  This  technique  saves 
you  time  and  money  by  producing  consistently 
optinuim  qualit\'  radiographs  and  eliminating  co.stly  repeated  exposures.  In  tact,  we're  so  confident  in  the 
performance  of  the  AutoTech  that  it  has  a  savH-yecir  wamiiit}'! 

And,  as  with  all  Bennett  equipment,  it  is  built  with  a  modular  concept  in  mind.  It  allows  you  to  design  a 
radit)graphic  .system  for  your  present  and  future  needs  by  selecting  the  basic  .system  and  adding  optional 
acce.sst)ries.  Also,  the  Atito  Tech  can  be  reprogrammed  to  suit  your  film/screen  combinations  and  V'our  specific 
needs.  N(  )w  you  knc )w  why  the  New  80  Programmable  Auto-Tech  is  making  other  generate )rs  c )b.s( ilete. 


B&BXRAY 


working  for  the  end  result— optimum  quality  radiographs 


P.O  Box  802  Matthews,  NC  28105 


In  NCCall  1-800-222-9262 
In  SC  Call  Collect  704-847-8521 
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Now  America's 

oldest  professional 

liability  insurer 

has  come  to 
North  Carolina. 


The  newest  professional  liability 
insurer  in  North  Carolina  is  the 
oldest  in  the  nation.  The  Medical 
Protective  Company  pioneered 
the  concept  of  professional  pro- 
tection before  the  turn  of  the 
century  and  has  been  serving 
doctors  exclusively  ever  since. 
Through  good  times  and  bad. 

With  the  current  liability  crisis 
escalating,  you  need  to  take  a 
close  look  at  your  coverage  and 
the  company  that  stands  behind 
it.  Then  take  a  close  look  at  us. 
You'll  see  we  carry  the  highest 


rating  from  A.M.  Best,  the  firm 
that  tracks  the  financial  stability 
of  insurance  companies  nation- 
wide. Beyond  that,  you'll  find 
complete  protection  at  premium 
rates  that  are  likely  lower  than 
you're  currently  paying.  Plus 
the  personal  attention  and 
claims  prevention  assistance 
you  deserve. 

Contact  Stu  Mitchelson  today  at 
704/541-8020.  He's  the  oldest 
company's  representative  in  its 
newest  state.  And  he's  here  to 


serve  you. 


^H;c3^ 


Stuart  Mitchelson,  P.O.  Box  13489 
Charlotte,  North  Carolina  28211,  (704)  541-8020 
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NCNB  PRIVATE  BANKING 


You  will  find  experienced  professionals  who  will  give  you  the  individual 
attention  you  want  and  need,  including  financial  planning,  flexible  credit 
and  other  state  of  the  art  financial  services. 


Charlotte 
GreensbxDiD 


Raleigh 

Winston-Salem 


Member  FDIC 

1-800-222-1446 


"C4«OL/iV/tS'  HOUSE  OF  SERVICE' 


Winchester  Surgical  Supply  Company 

200  South  Torrence  St.        Charlotte,  N.C.  28204 
Phone  No.  704/372-2240 

Winchester' Home  Healthcare 

Medical  supplies  and  equipment  for  your  patients  at  home 
Charlotte,  N.C.        Greensboro,  N.C.  Hickory,  N.C. 


704/332-1217 
704/547-0708 


919/275-0319 


704/324-0336 


Serving  the  MEDICAL  PROFESSION  of  NORTH  CAROLINA 
and  SOUTH  CAROLINA  since  79T9. 

We  equip  many  physicians  beginning  practice  each  year  and  invite  your  inquiries. 

Our  salesmen  are  located  in  all  parts  of  North  Carolina. 

We  have  DISPLAYED  at  every  N.C.  State  Medical  Society  Meeting  since  1921 
and  advertised  CONTINUOUSLY  in  the  N.C.  Journal  since  January  1940  issue. 
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Its  NiceT)  Ha/e  Someone 
T)  ReauyCare  FoR'ibu 


When  North  Carolinians  need  medical  attention,  they  need  to  know  that  someone 
is  there.  Someone  who'll  make  certain  all  the  finest  care  is  given.  And  for  just  one 
monthly  payment  through  an  employer,  that's  exactly  what  our  customers  get. 

The  Personal  Care  Plan  from  Blue  Cross  and  Blue  Shield  of  North  Carolina  provides  fam- 
ilies with  their  own  Personal  Care  Physician,  who  manages  every  aspect  of  their  health  care. 
If  you're  a  participating  physician  in  the  Personal  Care  Plan,  you're  working  with  us  to 
offer  the  finest  group  health  care  available.  High  quality  health  care  in  a  plan  that's  helping 
to  hold  back  rising  costs. 

If  you're  not  a  participating  physician,  but  would  like  to  be,  write  or  call  Director, 
Professional  Relations,  Personal       y-v^  --^  ._^ 

Care  Plan,  Post  Office  Box  2291,      KPRQ^MATI       ADCPTAM 
Durham,  North  Carolina  27702.      *-  i-i\J WiN^  W\KJ::  i  i/MN 

Of  NorthCarolina 

A  SubsidTary  of  Blue  Cross  and  Blue  Shield  of  Nofth  Carolina 


Telephone  919  489-7431 

*Blue  Cross  and  Blue  Shield  of  Nonh  Carolina  1986 
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A  SPECIAL 
PRACTICE 


O       R 


SPECIALISTS 


If  you're  a  Surgeon  or  OB/GYN  or  Other  Medical 

Specialist,  the  Air  Force  may  hove  a  special  practice  for  you, 

What  makes  it  special?  You'll  enjoy  an  excellent  pay  and 
benefits  package.  There'll  be  more  time  to  spend  with  your  family 
You'll  receive  30  days  of  vocation  with  pay  each  year.  And  you  will 
work  with  modern  equipment  and  some  of  the  most  highly  trained 
professionals  in  the  world,  serving  your  country  and  your  patients. 
Now  thafs  special! 

Find  out  just  how  special  your  practice  can  be.  Coll 

Capt  Jim  Davis 
(919)  850-9475  collect 


^ 
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To  show  you  how  many 
hypertensives  stayed  on 
INDERAL  LA 

(PROPRANOLOL  HCl) 

after  a  major  nationwide  trial... 


5^'     ---■*^, 


----  .j-.-^-i- 
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„.we  had 
ii=to  find  i* 
1^  just  the^ii 
ii^itrpom: 


.-^3-^ 


60,073  patients  (90%)  who  started  on 
INDERAL  LA  stayed  on  INDERAL  LAI 


Surprising?  Not  really. 

Because  most  patients  on  INDERAL  LA  (propranolol  HCl)  don't  even  know 
it's  working. 

A  recent  double-blind,  placebo-controlled,  crossover  study  in  138  hyper- 
tensive patients-  revealed  that  INDERAL  LA  has  a  side  effects  profile 
unsurpassed  by  atenolol  or  metoprolol  — which  shows  how  well-tolerated 
once-daily  INDERAL  LA  can  be. 

Sole  therapy  or  concomitant  therapy? 

Fifty-nine  percent  of  the  time,  INDERAL  LA  stood  on  its  own. 

The  patients  in  the  nationwide  compliance  trial  were  no  different  from  yours. 
Generally  when  the  antihypertensive  regimen  is  complicated,  compliance 
may  become  a  problem.  So,  the  effectiveness  of  INDERAL  LA  as  once-daily 
monotherapy  is  a  big  plus.  Of  the  remaining  hypertensives  in  the  program, 
36%  were  treated  merely  with  the  addition  of  a  diuretic  to  INDERAL  LA. 

For  the  noncompliant  patients  in  your  practice,  INDERAL  LA  may 
well  be  the  answer. 

Almost  20,000  of  the  patients  in  the  nationwide  compliance  trial  were  identi- 
fied as  having  been  noncompliant  with  their  previous  antihypertensive 
therapy.  Their  physicians  reported  that  88%  showed  improved  compliance 
when  placed  on  once-daily  INDERAL  LA. 


Control,  comfort,  and  compliance 

H  ONCE-DAILY  _  ^ 

INDERAL  LA 


LONG  ACTING 
CAPSULES 


(PROPRANOLOL  HCl) 

Like  conventional  INDERAL  Tablets,  INDERAL  LA  stiould  not  be  used 
In  ttie  presence  of  congestive  tieart  failure,  sinus  bradycardia,  cardio- 
genic shock,  heart  block  greater  than  first  degree,  and  bronchial  asthma 

•After  a  30-day  trial  with  INDERAL  LA,  physicians  reported  that  90% 
of  the  patients  would  remain  on  INDERAL  LA 

The  one  you  know  best 
keeps  looking  better  «^#^ 


Please  see  next  page  for  bnef  summary  of  prescribing  informalion 


The  one  you  know  best  keeps  looking  better 


BRIEF  SUMMARY  {FOB  FULL  PRESCRIBING  INFORMATION  SEE  PACKAGE  CIROULAR  > 

INDERAL-  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 

DESCRIPTION.  INDERAL  LA  is  lormulaled  10  provide  a  suslained  release  at  propfanolol 
hvJr.:„:r\-.r;OM  INDERAL  LA  is  available  as  60  mg  80  mg  120  mg  and  160  rng  capsules 

CLINICAL  PHARMACOLOGY.  INDERAL  is  a  nonseieclrve  Deta-adrene'-gic  receplor- 
blocking  agenl  possessing  no  oihe'  auionomic  nervous  system  aclivity  II  specihcally  com- 
peies  with  beia-adrenergic  receplor-slimulating  agents  for  available  receptor  sites  When 
access  10  Dela-recepior  Sites  IS  blocked  by  INDERAL  the  chronotropic  inotropic  and  vasodi- 
lator responses  Jo  bela-adtenergic  stimulalion  are  decreased  proporlionale'y 

INDERAL  LA  Capsules  (60  80  120.  and  160  mg)  release  propranolol  HCi  al  a  controlled  and 
predictable  rale  Peak  blood  levels  following  dosmg  with  INDERAL  LA  occur  al  about  6  hours 
and  the  apparent  plasma  hali-iile  is  aboul  10  hours  When  measured  al  steady  slate  over  a 
24-hour  period  the  areas  under  the  propranolol  plasma  conceniraiion-iime  curve  (AUCs)  lor 
the  capsules  are  approximately  60%  to  65%  of  the  AUCs  tor  a  comparable  divided  daily  dose 
ol  INDERAL  Tablets  The  lower  AUCs  tor  the  capsules  ar^  due  lo  greater  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  rale  ol  absorption  of  propranolol  Over  a  twenty-lour  (24) 
hour  period  blood  levels  are  lairly  constant  lor  about  Iwelve  (12}  hours  Ihen  decline  exponen- 
tially 

INDERAL  LA  should  not  be  considered  a  simple  mg-for-mg  substitute  lor  convenlional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  ihan)  ihose  of  two  lo  lour 
limes  daily  dosing  wilh  Ihe  same  dose  When  changing  to  INDERAL  LA  trom  conventional 
propranolol,  a  possible  need  lor  retitralion  upwards  should  be  considered  especially  to  main- 
tain elfecliveness  al  the  end  ol  the  dosmg  inlerval  In  most  clinical  sellings  however  such  as 
hypertension  or  angma  where  there  is  little  correlation  between  plasma  levels  and  dmicai 
ellecl,  INDERAL  LA  has  been  Iherapeulically  equivalent  to  the  same  mg  dose  ot  conventional 
INDERAL  as  assessed  by  24-hour  ellecls  on  blood  pressure  and  on  24-hour  exercise  re- 
sponses of  heart  rale,  systolic  pressure  and  rate  pressure  product  INDERAL  LA  can  provide 
elleciive  beta  blockade  lor  a  24-hour  period 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage- 
ment of  hyperlension  it  may  be  used  alone  or  used  m  combination  with  other  anlihypertensJve 
agents  particularly  a  thiazide  diuretic   INDERAL  LA  is  not  mdicaied  m  ihe  management  ol 

hypertensive  emergences 
Angina  Pectons  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated  tor  the 

;  '■  ■■         II  lemenl  ot  patients  with  angma  pectoris 

Migraine:  '.'JERAL  LA  is  indicated  lor  Ihe  prophylaxis  ol  common  migrame  headache 
Tf'^'^Mi.  !  ,  ■  ■  rn--'-'  '■'-.- 'r, -.-,j-- .-■-■-■-, -i.-jfaine  attack  that  hassiarted  hasnol  been 
esiabiii!-'-  ■       ■ ,     ,    I  ■;,■.;■  I,  use 

Hypertrophic  Subaortic  Stenosis:  ■ .  ■  -  l  L A  is  useful  m  the  management  ol  hyper- 
trophic Sol  1  ■'  ■  '.I  .  .  ■■  i  ■■  ,  ,  ■.  ■  ■■-.  -,','Mnt  ot  exertional  or  other  stress-induced 
angma.  paipiiadons  and  syncope  INDERAL  LA  also  improves  exercise  performance  The 
effectiveness  of  propranolol  hydrochloride  m  ihis  disease  appears  to  be  due  to  a  reduction  ot 
the  elevated  outiiow  pressure  gradient  which  is  exacerbated  by  beta-receptor  siimuiaiion 
Clmical  impfovemenl  may  be  temporary 

CONTRAINDICATIONS.  INDERAL  is  contratndicated  in  1)  cardiogenic  shock,  2)  smus 

bradycardia  and  greater  lhan  lirsi-degree 

block,  3)  bronchial  asthma  4)  congestive  heart 

failure  (see  WARNINGS)  unless  the  failure  is 

secondary  to  a  tachyarrhythmia  treatable  with 

INDERAL 

WARMINGS.  CARDIAC  FAILURE  Sympa- 
thetic stimulation  may  be  a  vilal  component 
Supporting  circulatory  function  in  patients  with 
congestive  heart  failure,  and  'is  inhibition  by 
beta  blockade  may  precipitaie  more  seve'e 
laiiure  Although  beta  blockers  should  be 
avoided  m  overt  congestive  heart  failure,  il  nec- 
essary, they  can  be  used  with  close  toiiow-up  m 
patterns  with  a  history  oi  failure  who  are  well 
compensated  and  are  receiving  digitalis  and 
diuretics  Beta-adrenergic  blocking  agents  do  nol  abolish  the  inotropic  action  ol  digitalis  on 
heart  muscle 

IN  PATIENTS  WITHOUT  A  HISTORY  OF  HEART  FAILURE,  continued  use  Of  beta  blockers 
can  in  some  cases,  lead  to  cardiac  lailure  Therefore,  al  the  lirst  sign  or  symptom  ot  heart 
failure,  Ihe  pattern  should  be  digitaiized  and/or  treated  with  diuretics,  and  the  response 
observed  closely  or  INDERAL  should  be  discontinued  (gradually,  it  possible) 


ONCE-DAILY 

INDERAL  LA 

(PROPRANOLOL  HCII 


60  n 


LONG  ACTING  CAPSULES 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angma  and  in  some  cases,  myocardial  infarction,  loHowing  abrupt  discontinuance  ol 
INDERAL  Iherapy  Therefore  when  discontinuance  of  INDERAL  is  planned,  the  dosage 
should  be  gradually  reduced  over  at  least  a  lew  weeks,  and  the  paiieni  should  be 
cautioned  agamst  interruption  or  cessation  ol  therapy  without  Ihe  physician's  advice  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advisable 
to  remstitule  INDERAL  therapy  and  take  other  measures  appropriate  lof  the  management 
ol  unstable  angma  pectoris  Since  coronary  artery  disease  may  be  unrecognized,  it  may 
be  prudent  to  follow  the  above  advice  m  patients  considered  at  risk  ol  having  occult 
atherosclerotic  heart  disease  who  are  given  propranolol  lor  other  indications 


Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema) -PATIENTS 
WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS  INDERAL  should  be  administered  with  caution  smce  it  may  block  bronchodilation 
produced  by  endogenous  and  exogenous  catecholamine  stimulation  ol  bela  receplofs 

MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  ol  bela-blocking  therapy  prior 
lo  major  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  ol  the 
hear!  lo  respond  lo  reliex  adrenergic  stimuli  may  augment  the  nsks  o!  general  anesthesia  and 
surgical  procedures 

INDERAL  (propranolol  HCI),  like  other  beta  blockers  is  a  competitive  inhibitor  of  beta-recep- 
lof  agonists  and  its  ellecls  can  be  reversed  by  admimstraijon  ol  such  agents,  eg,  dobutamine 
or  isoproterenol  However,  such  patients  may  be  subject  10  protracted  severe  hypotension 
Dif Itcuity  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  with  bela  blockers 

DIABETES  AND  HYPOGLYCEMIA  Beta  blockers  should  be  used  with  caution  m  diabetic 
patients  if  a  beta-blocking  agent  is  required  Beta  blockers  may  mask  tachycardia  occurring 
wilh  hypoglycemia,  but  other  maniteslalions  such  as  dizziness  and  sweating  may  not  be 
signilicaniry  alfected  Following  insulm-mduced  hypoglycemia,  propranolol  may  cause  a  delay 
in  the  recovery  ol  blood  glucose  to  normal  levels 

THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  Signs  ol  hyperthyroidism 
Therelore,  abrupt  wilhdrawal  ol  propranolol  may  be  toUowed  by  an  exacerbation  ol  symptoms 
ol  hyperthyroidism,  including  thyroid  storm  Propranolol  may  change  thyroid  lunclion  tests, 
increasing  Tj  and  reverse  Ts,  and  decreasing  T3 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME  several  cases  have  been 
reported  m  which  alter  propranolol,  the  tachycardia  was  replaced  by  a  severe  bradycardia 
requiring  a  demand  pacemaker  In  one  case,  this  resulted  alter  an  initial  dose  ol  5  mg 
propranolol 

PRECAUTIONS.  GENERAL  Propranolol  should  be  used  with  caution  in  patients  wilh  im- 
paired hepatic  or  renai  function  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  ireatment  ol 
hypertensive  emergencies 
Beia-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patienis  should 


be  told  that  INDERAL  may  miertere  with  Ihe  glaucoma  screening  test  Withdrawal  may  lead  to  a 
return  of  increased  intraocular  pressure 

CLINICAL  LABORATORY  TESTS  Elevaled  blood  urea  levels  m  patients  with  severe  heart 
disease,  elevated  serum  transaminase  alkaline  phosphatase  lactate  dehydrogenase 

DRUG  INTERACTIONS  Patients  receiving  catecholamme-depleling  drugs  such  as  reser- 
pine  should  be  closely  observed  it  INDERAL  is  administered  Ttie  added  catecholamine- 
blocking  action  may  produce  an  excessive  reduction  ol  resting  sympathetic  nervous  activity 
which  may  result  in  hypolension  marked  bradycardia  verligo.  syncopal  attacks  ororthoslalic 
hypolension 

Caution  should  be  exercised  when  patients  receiving  a  bela  blocker  are  administered  a 
caicium-channei-blockmg  drug  especially  intravenous  verapamil,  lor  both  agents  may  de- 
press myocardial  contractility  or  atrioventricular  conduction  On  rare  occasions  the  concomi- 
tanl  intravenous  use  ol  a  bela  blocker  and  verapamil  has  resulted  in  serious  adverse  reactions 
especially  m  patiems  with  severe  cardiomyopathy,  congestive  heart  failure  or  recent  myocar- 
dial inlarction 

Aluminum  hydroxide  gel  greatly  reduces  inteslmal  absorption  ol  propranolol, 

Elhanol  slows  the  rate  ot  absorption  ol  propranolol 

Phenylom  phenobarbilone.  and  rilampm  accelerate  propranolol  clearance 

Chlorpromazine.  when  used  concomitantly  with  propranolol,  results  in  increased  plasma 
levels  ol  both  drugs 

Anhpynne  and  lidocaine  have  reduced  clearance  when  used  concomitantly  with 
propranolol 

Thyroxine  may  result  in  a  tower  lhan  expected  T3  concentration  when  used  concomitantly 
with  propranolol 

Cimevdme  decreases  Ihe  hepatic  metabolism  ot  propranolol,  delaying  elimination  and 
increasing  blood  levels 

Theophylline  clearance  is  reduced  when  used  concomitantly  with  propranolol 

CARCINOGENESIS,  MUTAGENESIS  IMPAIRMENT  OF  FERTILITY  Long-term  studies  m 
animals  have  been  conducted  to  evaluale  toxic  ellecls  and  carcinogenic  potential  In  18- 
month  studies  in  both  rats  and  mice,  employing  doses  up  lo  150  mg,'kg,day  there  was  no 
evidence  ot  signiltcant  drug-mduced  toxicity  There  were  no  drug-related  lumongenic  ellecls 
al  any  ol  Ihe  dosage  levels  Reproductive  studies  m  ammals  did  not  show  any  impairment  ol 
lerlilily  ihal  was  attributable  to  the  drug 

PREGNANCY  Pregnancy  Category  C  INDERAL  has  been  shown  to  be  embryotoxic  in 
animal  studies  at  doses  aboul  10  times  greater  than  the  maximum  recommended  human  dose 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  INDERAL  should  be 
used  during  pregnancy  only  it  Ihe  potential  benelil  justilies  the  potential  nsk  lo  the  lelus 

NURSING  MOTHERS  INDERAL  is  excreted  in  human  milk  Caution  should  be  exercised 
when  INDERAL  (propranolol  HCl)  is  admmistefed  to  a  nursing  woman 

PEDIATRIC  USE  Safely  and  ellectiveness  in  children  have  nol  been  established 

ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  rarely 
required  the  withdrawal  ol  iherapy 

Cardiovascular  Bradycardia,  congestive  heart  failure,  mtensilication  of  AV  block,  hypoten- 
sion, paresthesia  ol  hands,  thrombocytopenic  purpura,  arterial  msulticiency,  usually  of  the 
Raynaud  type 

Central  Ner^/ous  System  Lighl-headedness,  mental  depression  manifesled  by  insomnia, 
lassitude,  weakness,  laligue  reversible  mental  depression  progressing  to  catatonia,  visual 
disturbances,  hallucinations,  vivid  dreams,  an  acute  reversible  syndrome  characterized  by 
disorientation  lor  lime  and  place,  short-term 
memory  loss,  emolional  lability,  slightly 
clouded  sensonum,  and  decreased  perlor- 
mance  on  neuropsychomelncs  For  immediate 
lormulalions,  laligue,  lethargy  and  vivid 
dreams  appear  dose  related 

Gastrointestinal  Nausea,  vomiting,  epigas- 
tric distress,  abdominal  cramping,  diarrhea, 
constipalton,  mesenteric  arterial  thrombosis, 
ischemic  colitis 

Allergic  Pharyngitis  and  agranulocytosis, 
erythematous  rash,  lever  combined  with  ach- 
ing and  sore  throat,  laryngospasm  and  respira- 
tory distress 
Respiratory  Bronchospasm 
Hematologic  Agranulocytosis,  nonthfombocyiopemc  purpura,  thrombocytopenic  purpura 
Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  Alopecia.  LE-iike  reactions,  psonasiiorm  rashes,  dry  eyes,  male  impotence, 
and  Peyronies  disease  have  been  reported  rarely  Oculomucocutaneous  reactions  involving 
Ihe  skin,  serous  membranes  and  coniunctivae  reported  lor  a  bela  blocker  (praclolol)  have  not 
been  associated  with  propranolol 
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Tablets  to  INDERAL  LA  Capsules,  care  should  be  taken  to  assure  ihal  Ihe  desired  therapeutic 
ellecl  IS  maintained  INDERAL  LA  should  not  be  considered  a  simple  mg-tor-mq  substitute  lor 
INDERAL  INDERAL  LA  has  dif  lerent  kinetics  and  produces  tower  blood  levels  Retitralion  may 
be  necessary  especially  to  maintain  effectiveness  at  ihe  end  ol  the  24-hour  dosmg  interval 

HYPERTENSION  —  Dosage  must  be  individualized  The  usual  initial  dosage  is  80  mg 
INDERAL  LA  once  daily  whether  used  alone  or  added  to  a  diuretic  The  dosage  may  be 
increased  lo  120  mg  once  daily  or  higher  until  adequate  blood-pressure  control  is  achieved 
The  usual  maintenance  dosage  is  120  to  160  mg  once  daily  In  some  instances  a  dosage  of  640 
mg  may  be  required  The  time  needed  lor  lull  hypertensive  response  to  a  given  dosage  is 
variable  and  may  range  from  a  lew  days  lo  several  weeks 

ANGINA  PECTORIS  — Dosage  must  be  individualized  Starting  wilh  80  mg  INDERAL  LA 
once  daily,  dosage  should  be  gradually  increased  at  three-  lo  seven-day  intervals  until  optimal 
response  is  obtained  Allhough  individual  palienls  may  respond  at  any  dosage  level,  the 
average  optimal  dosage  appears  10  be  160  mg  once  daily  In  angma  pectoris,  the  value  and 
salety  ol  dosage  exceeding  320  mg  per  day  have  not  been  established 

It  Ireatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a  period  ol  a  lew  weeks  (see 
WARNINGS) 

MIGRAINE  —  Dosage  must  be  individualized  The  initial  oral  dose  is  80  mg  INDERAL  LA 
once  daily  The  usual  elleciive  dose  range  is  160-240  mg  once  daily  The  dosage  may  be 
increased  gradually  10  achieve  optimal  migraine  prophylaxis  II  a  salislactory  response  is  nol 
obtained  within  lour  lo  six  weeks  after  reaching  Ihe  maximal  dose,  INDERAL  LA  Iherapy  should 
be  discontinued  11  may  be  advisable  to  withdraw  the  drug  gradually  over  a  period  of  several 
weeks 

HYPERTROPHIC  SUBAORTIC  STENOSIS-80-160  mg  INDERAL  LA  once  daily 
PEDIATRIC  DOSAGE  -  At  this  time  the  data  on  Ihe  use  ol  the  drug  in  this  age  group  are  loo 
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Percutaneous  Balloon  Valvuloplasty 
of  Calcific  Aortic  Stenosis 


Charles  J.  Davidson,  M.D.,  Thomas  N.  Skelton,  M.D., 
Katherine  Kisslo,  R.D.M.S.,  Robert  H.  Peter,  M.D.,  Charles 
Simonton,  M.D.,  Harry  Phillips,  M.D.,  Victor  S.  Behar,  M.D., 
Yihong  Kong,  M.D.,  Thomas  M.  Bashore,  M.D. 


Percutaneous  balloon  valvuloplasty  has  been  reported  ef- 
fective in  the  treatment  of  pulmonary  stenosis,'  -  mitral  ste- 
nosis/' aortic  coarctation.'  and  congenital  aortic  stenosis.' 
Percutaneous  transluminal  coronary  angioplasty  is  now  firmly 
established  as  an  effective  treatment  of  coronary  and  pe- 
ripheral artery  stenoses.  Several  recent  studies  have  de- 
scribed successful  percutaneous  balloon  valvuloplasty  in 
symptomatic  patients  with  severe  calcific  aortic  stenosis 
who  were  deemed  poor  surgical  candidates  or  who  refused 
surgical  intervention.'"  These  encouraging  early  reports 
suggest  that  percutaneous  balloon  valvuloplasty  may  be  a 
viable  alternative  to  aortic  valve  replacement  in  selected 
patients  with  critical  calcific  aortic  stenosis. 

This  report  outlines  our  initial  experience  with  this  tech- 
nique. Each  patient  was  considered  at  high  surgical  risk  due 
to  advanced  age  or  other  underlying  medical  conditions. 
Table  I  outlines  the  baseline  demographic  and  relevant  an- 
giographic data  in  each  patient.  Procedures  and  results  fol- 
low after  the  four  case  descriptions. 


Case  1 

A  72-year-old  woman  was  transferred  from  an  outside  com- 
munity hospital  for  evaluation  of  newly  diagnosed  aortic 
stenosis  associated  with  bradycardia.  The  patient  had  a  long- 
standing history  of  asthmatic  bronchitis  and  significant  es- 
sential hypertension.  These  conditions  had  been  chronically 
treated  with  hydralazine,  oral  steroids,  and  methylxanthines. 
In  addition,  the  patient  had  a  history  of  mild  renal  insuf- 
ficiency and  a  two-year  historty  of  progressive  deterioration 
in  her  mental  status  deemed  secondary  to  multi-infarct  de- 
mentia. 
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Table  1 

Baseline  demographic  and  angiographic  parameters 
prior  to  valvuloplasty. 


Age 
Patient   (Yrs)    Sex    Symptoms 


Other 
Coronary  Valvular 

Anatomy       Al     Disease 


72 
85 


89 


65 


F 
M 


CHF 
CHF, 
Syncope 
CHF, 
Angina 
CHF 


Inslgnif. 

1  VD 

3  VD, 
CABG 

2  VD 


MS 
None 


MR 

MR 


CHF;  Congestive  heart  failure;  Insignif.;  Insignificant  coronary  artery  dis- 
ease; 1-3VD:  One,  two,  or  tfiree  vessel  coronary;  CABG;  Prior  coronary 
artery  bypass  surgery;  Al:  Aortic  insufficiency;  MS:  fVlitral  stenosis;  MR: 
Mitral  regurgitation. 


In  October  1986,  she  complained  of  increased  weakness 
and  fatigue,  particularly  on  exertion,  that  increased  over  the 
next  three  to  four  weeks.  She  was  hospitalized  by  her  local 
physician  who  noted  a  cardiac  murmur  consistent  with  aortic 
stenosis  and  significant  bradycardia.  Because  it  was  difficult 
to  delineate  whether  the  new  onset  of  malaise,  fatigue,  and 
dyspnea  on  exertion  were  secondary  to  her  chronic  pul- 
monary disease  or  due  to  significant  aortic  stenosis,  she  was 
transferred  for  cardiac  evaluation. 

Physical  examination  was  remarkable  for  jugular  venous 
pulsations  which  revealed  intermittent  canon  A-waves  with- 
out significant  jugular  venous  distention.  Mild  hepatojugular 
reflux  was  present.  Carotid  exam  demonstrated  a  relatively 
normal  upstroke  and  bilateral  bruits.  Cardiac  exam  revealed 
a  palpable  pulmonary  outflow  and  a  systolic  thrill  along  the 
second  left  intercostal  margin.  The  apex  was  readily  pal- 
pable and  slightly  displaced  laterally.  On  auscultation  a 
grade  IV/VI  systolic  ejection  murmur  was  appreciated  and 
a  grade  I/VI  murmur  consistent  with  aortic  insufficiency. 
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k.i. 


lii,; 


A  grade  II/VI  mitral  insufficiency  murmur  was  auscultated 
at  the  apex. 

The  chest  x-ray  revealed  mild  cardiomegaly,  a  markedly 
tortuous  aorta,  and  evidence  of  mitral  anular.  aortic  valvular 
and  coronary  calcification.  The  patient  underwent  a  two- 
dimensional  echocardiogram  which  showed  evidence  of  left 
ventricular  hypertrophy,  normal  left  ventricular  function, 
marked  anular  calcification,  and  suspected  invasion  of  the 
mitral  valve  by  calcium.  The  aortic  valve  was  immobile  and 
markedly  thickened.  The  aortic  root  was  mildly  dilated.  An 
85  mmHg  peak  aortic  valve  gradient  was  estimated  by  Dop- 
pler  along  with  mild  aortic  and  mitral  insufficiency,  and 
evidence  suggestive  of  mitral  stenosis. 

After  careful  consultation  with  the  attending  physicians 
regarding  her  risks  of  surgical  intervention  for  aortic  valve 
and,  potentially,  mitral  valve  replacement,  it  was  decided 
that  she  was  not  a  surgical  candidate  due  to  her  age,  de- 
mentia, essential  hypertension,  and  chronic  asthma.  As  an 
alternative,  it  was  suggested  that  the  patient  undergo  aortic 
valvuloplasty,  which  was  undertaken  with  the  patient's  and 
family's  informed  consent. 


Case  2 

An  85-year-old  man  first  had  an  aortic  murmur  diagnosed 
30  years  ago.  During  the  summer  of  1986,  the  patient  had 
two  episodes  of  exertional  syncope.  That  November  he  de- 
veloped increasing  dyspnea  on  exertion  as  well  as  fatigue 
and  dependent  edema,  including  one  episode  of  presyncope 
associated  with  dyspnea.  A  chest  radiograph  performed  at 
a  local  hospital  demonstrated  findings  consistent  with 
congestive  heart  failure  and  left  ventricular  enlargement. 
Subsequently  he  was  referred  for  further  evaluation. 

Physical  examination  was  remarkable  for  jugular  venous 
distention,  delayed  carotid  upstroke,  bibasilar  rales,  grade 
III/VI  late  peaking  systolic  murmur  at  the  base  radiating  to 
the  carotids  and  apex,  an  absent  A2,  and  2  -I-  pitting  edema 
below  the  knee.  The  electrocardiogram  demonstrated  atrial 
fibrillation  with  a  moderate  ventricular  response  and  left 
ventricular  hypertrophy  with  repolarization  changes.  The 
echocardiogram  demonstrated  normal  left  ventricular  func- 
tion, left  ventricular  hypertrophy,  and  a  thickened  immobile 
aortic  valve.  A  Doppler  examination  revealed  a  64  mniHg 
peak  systolic  aortic  gradient  and  mild  aortic  insufficiency. 

A  cardiac  catheterization  was  performed,  which  con- 
firmed the  diagnosis  of  severe  degenerative  calcific  aortic 
stenosis  (table  1).  Due  to  his  advanced  age,  the  patient  was 
considered  at  high  surgical  risk  for  aortic  valve  replacement. 
Aortic  valvuloplasty  was  offered  as  an  alternative. 


Case  3 

A  79-year-old  woman  had  aortic  stenosis  diagnosed  on  rou- 
tine exam  at  age  50.  Due  to  progressive  angina,  she  under- 


went coronary  artery  bypass  surgery  in  September  1982, 
with  a  single  vein  graft  placed  to  the  distal  right  coronary 
artery  and  a  sequential  graft  to  the  left  anterior  descending, 
anterolateral,  and  obtuse  marginal  arteries.  Her  aortic  ste- 
nosis was  considered  moderate  at  that  time.  A  VVI  pace- 
maker was  implanted  in  1981  for  symptomatic  brady  ar- 
rhythmias. Within  the  last  six  months,  she  developed 
progressive  New  York  Heart  Association  functional  class 
III  angina  and  functional  class  III  congestive  heart  failure. 
A  recent  diagnostic  cardiac  catheterization  performed  at  an- 
other hospital  demonstrated  three-vessel  coronary  artery  dis- 
ease, widely  patent  grafts,  and  severe  calcific  aortic  ste- 
nosis. Because  of  the  patient's  age  and  prior  surgery,  the 
patient  was  referred  for  further  evaluation  and  possible  cath- 
eter balloon  valvuloplasty. 

Physical  examination  on  admission  was  remarkable  for 
delayed  carotic  upstroke  and  bilateral  carotid  bruits.  A  grade 
III/VI  late  peaking  systolic  murmur  at  the  aortic  area,  ra- 
diating to  the  neck,  and  markedly  diminished  A2  were  aus- 
culated.  The  electrocardiogram  revealed  100%  ventricular 
pacing.  Cardiomegaly,  predominantly  left-sided,  with 
congestive  heart  failure  and  interstitial  edema  were  present 
on  chest  radiograph.  Two-dimensional  echocardiogram  re- 
vealed aortic  valve  disease  with  severe  aortic  stenosis  and 
a  hypocontractile  left  ventricle.  Doppler  echocardiogram 
predicted  a  64  mmHg  peak  gradient,  a  calculated  mean 
gradient  of  43  mmHg,  and  aortic  valve  area  of  0.6  cm-, 
mild  mitral  regurgitation,  mild  aortic  insufficiency,  and  mild 
tricuspid  regurgitation. 


Case  4 

A  65-year-old  man  had  a  history  of  a  heart  murmur  dating 
back  to  Worid  War  II.  In  1973  he  was  documented  to  have 
a  myocardial  infarction,  and  in  1983  he  underwent  per- 
manent transvenous  DDD  pacemaker  placement  for  com- 
plete heart  block.  Within  the  past  several  years  he  has  had 
increasing  symptoms  of  congestive  heart  failure,  including 
progressive  dyspnea  on  exertion,  shortness  of  breath,  and 
orthopnea.  A  catheterization  two  years  prior  revealed  two 
vessel  coronary  artery  disease  with  a  totally  occluded  right 
coronary  artery  and  a  75%  stenosis  in  the  proximal  left 
anterior  descending  artery .  Calcific  aortic  stenosis  was  noted 
with  a  calculated  valve  area  of  0.5  cm-,  left  ventricular 
ejection  fraction  of  21%,  and3-H  mitral  regurgitation.  Con- 
sidered an  extremely  high  risk  surgical  candidate,  he  was 
referred  for  aortic  valvuloplasty. 

Physical  examination  was  remarkable  for  slow  carotid 
upstroke  and  small  pulse  amplitude.  Jugular  venous  pressure 
was  markedly  increased.  Bibasilar  rales  and  both  a  left  and 
a  right  ventricular  heave  were  present.  There  was  an  aortic 
midsystolic  murmur  which  transmitted  faintly  to  the  ca- 
rotids, an  S3,  and  no  A2  present.  Extremities  revealed  2-1- 
edema  bilaterally.  Electrocardiogram  was  AV  sequentially 
paced.   Chest  radiograph  showed  interstitial  edema  and 
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marked  cardiomegaly.  The  echocardiogram  demonstrated  a 
severely  dilated  and  hypocontractile  left  ventricle  with  thick- 
ened and  immobile  aortic  valve.  The  Doppler  estimated  a 
56  mmHg  peak  systolic  gradient,  mild  aortic  insufficiency, 
and  mild  tricuspid  insufficiency. 

Catheterization  Procedure 

Each  patient  was  premedicated  with  diphenhydramine  HCL 
prior  to  the  procedure,  then  with  3,000-6,000  units  of  in- 
travenous Heparin  after  venous  and  arterial  accesses  were 
achieved.  Right  heart  catheterization  was  performed  via  the 
left  femoral  vein  with  a  #7F  balloon  tip  flotation  catheter 
(Critikon").  A  #7F  pigtail  catheter  was  inserted  through  the 
left  femoral  artery  and  advanced  to  the  descending  aorta. 
Measurements  were  made  of  pulmonary  artery,  pulmonary 
capillary  wedge,  and  aortic  pressures.  Oxygen  consumption 
was  measured  with  a  metabolic  cart  (Beckman  Sensormed- 
ics)  as  simultaneous  aortic  and  pulmonary  artery  oxygen 
saturation  and  contents  were  obtained.  Cardiac  outputs  were 
calculated  by  the  Pick  method  in  three  patients  and  by  ther- 
modilution  in  one  patient  both  before  and  after  valvulo- 
plasty. 

Left  heart  catheterization  was  performed  via  the  right 
femoral  artery.  A  #7F  right  coronary  catheter  was  placed 
through  a  #8F  sheath  and  175  cm,  0.038  inch  straight- 
tipped  guide  wire  was  used  to  cross  the  aortic  valve  retro- 
grade. After  entrance  into  the  left  ventricle,  a  #7F  Pigtail 
Millar"  (two  patients)  or  #7F  pigtail  catheter  (two  patients) 
was  exchanged  over  a  260  cm  J  tipped  guide-wire.  Simul- 
taneous left  ventricular,  supravalvular  aortic  and  femoral 
artery  pressures  were  recorded.  Aortic  valve  area  was  cal- 
culated using  the  Gorlin  formula,  and  peak-to-peak,  mean, 
and  peak  instantaneous  gradient  were  measured.  Comput- 
erized digital  left  ventriculography  and  ascending  root  aor- 
tography were  performed  prior  to  and  immediately  after 
valvuloplasty. 


Aortic  Valvuloplasty  Procedure 

The  pigtail  catheter  was  removed  over  a  260  cm  guide  wire, 
and  in  patients  two,  three  and  four  a  #14F  percutaneous 
sheath  (Universal  Medical  Instrument  Group)  was  placed  in 
the  right  femoral  artery,  replacing  the  #8F  sheath.  Place- 
ment of  a  larger  sheath  permitted  insertion  of  the  valvulo- 
plasty balloon  and  allowed  postvalvuloplasty  catheter  ex- 
changes to  be  accomplished  without  significant  bleeding. 
The  #9F  20  mm  valvuloplasty  balloon  (Mansfield  Inc.)  was 
positioned  across  the  aortic  valve  utilizing  radiopaque  mark- 
ers on  the  catheter.  Three  inflations  were  made  with  a  mix- 
ture of  saline  and  contrast  medium  by  hand  injection.  In  all 
four  patients  a  waist  in  the  balloon  was  seen  to  appear  at 
the  level  of  aortic  valve  and  to  disappear  during  further 
balloon  inflation  (figure  1).  All  three  balloon  inflations  in 
each  patient  lasted  10-20  seconds  and  were  viewed  by  either 
fluoroscopy  or  two-dimensional  echocardiography. 

The  simultaneous  electrocardiogram  and  aortic  pressure 
were  recorded  during  all  inflations.  Following  the  final  dil- 
atation, repeat  pulmonary  capillary  wedge,  aortic,  and  left 
ventricular  pressures  were  obtained.  Oxygen  consumption, 
pulmonary  artery  and  aortic  oxygen  contents  and  saturations 
were  also  measured,  and  repeat  cardiac  output  and  aortic 
valve  area  were  recalculated. 


Results 

All  four  patients  demonstrated  successful  improvement  in 
hemodynamics  following  percutaneous  aortic  valvuloplasty, 
as  evidenced  by  an  immediate  reduction  in  mean  aortic 
gradient  and  peak  left  ventricular  to  peak  aortic  pressure, 
with  a  concomitant  increase  in  aortic  valve  area  (table  2, 
next  page).  For  the  group  as  a  whole,  mean  aortic  gradient 
and  peak  aortic  to  peak  left  ventricular  pressure  fell  by  a 
mean  of  30%  and  32%,  respectively:  aortic  valve  area  rose 
by  50%.  A  representative  example  of  the  improvement  in 


Figure  1.  20  mm  diameter  balloon  filled  with  mixture  of  contrast  and  saline  positioned  across  the  aortic  valve   The  waist 
(arrow)  is  seen  to  disappear  with  full  inflation  (right). 
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Table  2 

Hemodynamics,  ventriculography,  and  congestive  tieart  failure  symptomatology  before  and  after  aortic  valvuloplasty. 


Patient 


LV  Peak 

Sys.  Press. 

(mmHgj 


Peak  Ao 
Pressure 
(mmHg) 


LV/Ao 
Peak-to- 

Peak 
(mmHg) 


LV/Ao 

Mean 

Gradient 

(mmHg) 


AVA 
(cnf) 


LVEF 

(%) 


Mean  PA       PCWP 
(mmHg)       (mmHg) 


CO. 

Umin 


CHF 
FC 


PrePost     Pre     Post    Pre    Post    Pre    Post    Pre    Post    Pre    Post    Pre    Post    Pre    Post    Pre    Post    Pre    Post 


1 

2 

3 

4 
Mean 
±SD 


290 


199      213 
183      180 


223      235 

165 


118 
197 
±71 


115 
183 
±49 


130 

93 

156 

±61 


195 
185 
135 
93 
152 


55 
34 
53 
33 
44 


28 
28 

45 
21 
30 


66 
44 
39 

21 
43 


40 
31 
34 
16 
30 


0.6  0.8 

0.8  1.3 

0.6  0.8 

0.4  0.6 

0.6  0.9 


56 
72 
50 
13 
48 


t47  ±12  ±10  ±19  ±10  ±0.2  ±0.3  ±25 


66 
68 
55 
16 
51 
:24 


33 
28 
26 
52 
35 


26 
40 
17 
42 
31 


21 
20 
17 
56 
29 


21  4.1  4.0 

25  5.0  5.3 

1 1  3.3  5.4 

42  2.1 


2.3  IV 


:12  ±12  ±18  ±13 


3.6  4.3 

t1.2  ±1.4 


LV  peak  sys  press.:  Left  ventricular  peak  systolic  pressure;  Peak  Ao  pressure:  Peak  aortic  pressure:  LV/Ao:  Left  uentricular/aortic;  AVA  aortic  valve  area' 
.     ;  nL^lT^f  ^' ^'^''^'°"  ''^'"'°"'  '^^^"  '''^'  '^^^"  pulmonary  artery  pressure;  PCWP:  Mean  pulmonary  capillary  wedge  pressure;  C  O    Cardiac 
output:  CHF  FC:  New  York  Heart  Association  functional  class  —  congestive  heart  failure. 


aortic  peak-to-peak  and  mean  gradient  is  shown  in  figure 
2. 

Mean  pulmonary  artery  pressure  and  pulmonary  capillary 
wedge  pressure  decreased  in  three  of  four  patients,  and 
cardiac  output  increased  in  three  of  four  patients  (table  2). 
Left  ventriculography  demonstrated  an  improvement  in 
ejection  fraction  in  all  patients  with  a  depressed  left  ven- 
tricular ejection  fraction  at  baseline  (table  2).  In  patient  four, 
who  had  3-1-  mitral  regurgitation  prior  to  valvuloplasty, 
mitral  regurgitation  was  noted  to  be  only  1  +  after  aortic 
valvuloplasty  (figure  3).  Ascending  thoracic  aortograms 
demonstrated  no  change  in  the  degree  of  aortic  insufficiency 
in  any  patient  after  aortic  valvuloplasty. 

In  all  patients,  balloon  inflation  across  the  aortic  valve 
of  between  10  and  20  seconds  was  well  tolerated.  There 
were  no  symptomatic  complaints  during  inflation,  nor  did 
aortic  systolic  pressure  fall  below  60  mmHg  during  the 
procedure.  The  serial  aortic  pressure  for  patient  one  is  shown 
in  figure  4  (facing  page).  Although  catheter-induced  ven- 
tricular premature  contractions  and  non-sustained  ventric- 
ular tachycardia  were  frequent,  there  were  no  episodes  of 


PRE-VALVULOPLASTY 


POST-VALVULOPLASTY 


Figure  2,  Simultaneous  aortic  (Ao)  and  left  ventricular  (LV) 
tracing  before  (left)  and  after  (right)  percutaneous  aortic  val- 
vuloplasty in  patient  two.  The  peak-to-peak  and  mean  aortic 
gradient  have  been  significantly  improved 

sustained  ventricular  tachycardia  or  ventricular  fibrillation. 

Patients  two.  three  and  four  noted  an  improvement  in 

symptoms  of  angina  and  dyspnea  on  exertion,  and  all  pa- 


Figure  3  Left  ventriculogram  of  patient  four.  Severe  mitral  regurgitation  (MR)  (left)  is  reduced  to  moderate  mitral  regurgitation 
lollowing  successful  aortic  valvuloplasty  (right) 
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BASELINE 
AORTIC  PRESSURE 


AORTIC  PRESSURE  AORTIC  PRESSURE 

WITH  DILATATION  DURING 

CATHETER  ACROSS  BALLOON   DILATATION 
VALVE 

Figure  4  Aortic  pressure  and  ECG  recording  in  patient  one 
at  baseline,  with  catlneter  across  stenotic  aortic  valve,  and 
during  balloon  inflation  The  placement  of  both  catheter  and 
balloon  inflation  were  associated  with  a  decrease  in  systolic 
aortic  pressure  from  210  mmHg  to  105  mmHg 

tients  were  subsequently  discharged  ambulatory  within  ten 
days  after  the  procedure.  Due  to  dementia  in  patient  one, 
symptom  history  was  considered  unreliable.  In  patient  three, 
who  had  New  York  Heart  Association  functional  class  III 
angina  prior  to  the  procedure,  improvement  to  New  York 
Heart  Association  functional  class  II  occurred  during  the 
hospitalization.  In  patients  two.  three  and  four,  who  pre- 
sented with  New  York  Heart  Association  functional  class 
III,  III,  and  IV  congestive  heart  failure  respectively,  symp- 
toms improved  to  functional  class  II. 

After  aortic  valvuloplasty,  the  hospital  course  of  patient 
one  was  complicated  by  a  mild  rise  in  total  serum  creatinine 
phosphokinase  and  MB  fraction,  suggestive  of  myocardial 
injury.  However,  her  electrocardiogram  remained  un- 
changed and  repeat  radionuclide  angiography  revealed  the 
left  ventricular  ejection  fraction  had  risen  to  85%.  Addi- 
tionally, her  course  was  complicated  by  urosepsis  and  new 
unilateral  weakness  which  resolved  prior  to  discharge.  An 
enhanced  and  non-enhanced  CT  scan  of  the  head  demon- 
strated multiple  infarctions  with  no  new  areas  of  infarction. 
Two  patients  had  significant  blood  loss  requiring  transfu- 
sion. 


Discussion 

Critical  aortic  stenosis  presents  a  difficult  management  prob- 
lem when  the  patient  suffers  from  additional  comorbid  dis- 
eases that  make  aortic  valve  surgery  a  prohibitively  high 


risk  intervention.  The  natural  history  of  acquired  significant 
aortic  stenosis  with  the  three  cardinal  symptoms  of  conges- 
tive heart  failure,  angina  or  syncope  portend  an  extremely 
poor  prognosis,  with  average  survival  less  than  five  years.'" 
In  several  recent  reports,  percutaneous  aortic  balloon  val- 
vuloplasty has  been  demonstrated  to  be  a  possible  alternative 
to  aortic  valve  replacement  in  patients  with  degenerative 
calcific  aortic  stenosis.*"  One  multicenter  study  from  France 
reported  158  patients  with  severe  aortic  stenosis  in  whom 
surgery  was  either  relatively  contraindicated  or  refused." 
In  most  patients,  significant  improvement  in  hemodynamics 
was  achieved  with  an  acceptably  low  risk  of  complications. 
The  mechanism  of  successful  dilatation  appears  to  be  due 
to  separation  of  fused  commissures,  fracture  of  calcified 
leaflets,  and/or  stretching  of  the  valve  cusps.' 

This  report  further  demonstrates  the  feasibility,  safety, 
and  palliative  success  of  percutaneous  aortic  valvuloplasty 
in  four  patients  where  surgery  had  been  excluded  as  a  po- 
tential intervention.  Hemodynamic  improvement  was  doc- 
umented by  all  catheterization  parameters  of  aortic  valve 
and  left  ventricular  systolic  function,  including  the  aortic 
valve  area,  mean  aortic  gradient,  and  peak  left  ventricular 
to  peak  aortic  pressure.  This  was  accomplished  without  any 
detectable  increase  in  aortic  insufficiency.  Each  patient  with 
depressed  left  ventricular  ejection  fraction  had  improvement 
in  systolic  performance  following  the  procedure.  Addition- 
ally, a  rise  in  cardiac  output  was  demonstrated. 

In  three  patients,  in  whom  a  reliable  history  was  obtain- 
able, symptoms  of  angina,  dyspnea,  and  shortness  of  breath 
were  markedly  improved  during  the  hospitalization.  While 
one  patient  did  incur  an  increase  in  myocardial  enzymes 
after  the  valvuloplasty,  the  electrocardiogram  and  follow  up 
radionuclide  angiogram  as  well  as  the  clinical  course  were 
unaffected.  It  is  possible  that  either  emboli  or  coronary 
underperfusion  during  aortic  balloon  inflation  contributed 
to  this  increase  in  cardiac  enzymes. 

Cerebral  embolization  is  a  potential  concern  in  the  per- 
formance of  percutaneous  aortic  valvuloplasty.  Cribier  et 
al"  noted  one  episode  in  158  patients.  McKay  et  al'"  noted 
no  clinically  detectable  episodes  of  cerebral  embolization 
in  a  series  of  49  patients  in  this  country.  While  our  patient 
one  developed  transient  unilateral  weakness  on  the  day  of 
the  procedure,  it  is  unclear  whether  this  was  related  to  the 
valvuloplasty.  Computerized  tomography  could  not  conclu- 
sively demonstrate  a  new  area  of  cerebral  infarction.  Further 
investigation  is  needed  before  conclusions  regarding  the  risk 
of  cerebral  embolization  can  be  substantiated.  At  this  time 
it  appears  to  be  a  minor  risk. 

The  initial  excellent  results,  especially  the  symptomatic 
improvement  evident  early  after  the  procedure,  suggest  that 
catheter  aortic  balloon  valvuloplasty  is  a  reasonable  and  safe 
alternative  to  aortic  valve  replacement  in  the  elderly  patient, 
in  those  patients  in  whom  surger>'  is  an  exceptionally  high 
risk  procedure  or  in  those  patients  who  refuse  surgery  for 
any  reason.  The  procedure  appears  to  be  equally  promising 
in  the  treatment  of  mitral  stenosis  as  well.  This  exciting 
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new  method  offers  hope  for  a  palhative  approach  to  stenotic 
valve  disease  in  many  patients  in  whom  age,  comorbid 
disease  or  other  factors  make  valve  replacement  untenable. 
As  the  technique  continues  to  evolve,  the  indications  for 
balloon  valvuloplasty  procedures  will  likely  expand.  ■ 

Addendum 

Since  submission  of  this  manuscript,  we  have  successfully 
performed  aortic  valvuloplasty  in  eight  additional  patients, 
with  no  complications. 
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Resolution  of  Appreciation 

Whereas,  Page  Hudson,  M.D.,  has  recently  embarked  upon 
a  new  academic  career,  we  the  members  of  the  North  Car- 
olina Society  of  Pathologists  offer  this  resolution  of  appre- 
ciation. 

Doctor  Hudson  has  played  the  major  role  in  the  inception, 
nurture  and  growth  of  the  office  of  Medical  Examiner  for 
the  State  of  North  Carolina.  His  academic  background,  drive, 
determination  and  commitment  to  excellence  have  brought 
that  office  to  national  prominence  and  made  it  a  model  for 
other  states  to  follow. 

Therefore,  be  it  resolved,  that  Doctor  Hudson  be  notified 
that  the  members  of  the  Society  appreciate  his  efforts  in 
advancing  the  practice  of  Forensic  Pathology  in  North  Car- 
olina, and  that  they  all  are  pleased  to  know  that  he  has 
elected  to  remain  active  in  the  teaching  and  the  practice  of 
Pathology  in  our  state  so  that  they  will  continue  to  enjoy 
his  wit  and  good  fellowship  for  many  years  to  come. 

Frederic  B.  Askin,  M.D. 

President 

North  Carolina  Society  of  Pathologists 
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For  professionals,  a  major  disability 
or  illness  can  be  financial  disaster 

j\  disability  income  protection 
plan  from  Connecticut  Mutual 
replaces  earnings  lost  because  of 
disability 

Our  plan  includes: 
— high  benefit  limits  that  replace 
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JAMES  B. 

38,  black  male,  heavy  smoker. 
Prescribed  a  diuretic  by  an- 
other physician  last  year  for 
hypertension. 

YOUR  CONCERNS 

Presents  with  "smoker's 
cough."  Workup  reveals  a  BP 
of  150/107. 

A  LOGICAL  CHOICE  FOR 
CONTROL  OF  HIS  BP 

ISOPTIN'  (verapamil 
HCI/Knoll)  because... 

—  Black  hypertensives  often 
have  low  plasma  renin  ac- 
tivity and  generally  do  not 
respond  favorably  to  beta 
blockers. 

—  Beta  blockers  may 
increase  the  likelihood  of 
bronchospasm. 


THOMAS  G. 

70,  asthmatic.  In  the  past,  BP 
adequately  controlled  with 
25  mg  hydrochlorothiazide 
daily 

YOUR  CONCERNS 

Today  patient  presents  with 
symptoms  of  gout.  Workup 
reveals  high  uric  acid  level, 
low  serum  potassium,  and  BP 
elevated  to  180/98. 

A  LOGICAL  CHOICE  FOR 
CONTROL  OF  HIS  BP 

ISOPTIN'  (verapamil 
HCI/Knoll)  because... 

—  Unlike  diuretics,  ISOPTIN 
will  not  decrease  serum  po- 
tassium levels  or  elevate  uric 
acid  levels. 

—  Unlike  beta  blockers, 
ISOPTIN  can  be  used  safely  in 
asthma  and  COPD  patients. 


ALICE  W. 

65,  diabetic,  overweight.  Her 
BP  has  elevated  to  190/98. 

YOUR  CONCERNS 

She's  on  daily  insulin. 

A  LOGICAL  CHOICE  FOR 
CONTROL  OF  HER  BP 

ISOPTIN"  (verapamil 
HCI/Knoll)  because... 

—  Unlike  most  beta  blockers 
and  diuretics,  ISOPTIN  has  no 
adverse  effects  on  serum 
glucose  levels. 

—  Unlike  most  beta  blockers, 
ISOPTIN  does  not  mask  the 
symptoms  of  hypoglycemia. 
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JOHN  K. 

42,  Annual  physical  uncov- 
ered diastolic  BPof  102... 
confirmed  on  three  successive 
office  visits.  Unresponsive  to 
nonpharmacologic 
intervention. 

YOUR  CONCERNS 

Salesman,  spends  many  hours 
of  his  working  day  in  car... 
total  cholesterol  level  300, 
HDL  35. 

A  LOGICAL  CHOICE  FOR 
CONTROL  OF  HIS  BP 

ISOPTIN'  (verapamil 
HCI/Knoll)  because... 

—  Unlike  diuretics,  ISOPTIN 
does  not  cause  urinary 
urgency. 

—  Unlike  either  beta  blockers 
or  diuretics,  ISOPTIN  will  not 
adversely  affect  his  already 
seriously  compromised  lipid 
profile. 

—  Unlike  with  propranolol, 
fatigue  and  impotence  are 
rarely  reported. 
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aminases with  and  without  concomitant  elevations  in  alkaline  phosphatase  and  bilirubin  have 
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elimination  to  1;2  Anesthetic  Agents  Verapamil  may  potentiate  the  activity  of  neuromuscular 
blocking  agents  and  inhalation  anesthetics  Carbamazepme  Verapamil  may  increase  car- 
bamazepme  concentrations  during  combined  therapy  Rifampin  Therapy  with  rifampin  may 
markedly  reduce  oral  verapamil  bioavailability  Lithium  Verapamil  may  lower  lithium  levels  in 
patient  on  chronic  oral  lithium  therapy  Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility 
There  was  no  evidence  of  a  carcinogenic  potential  of  verapamil  administered  to  rats  for  two 
years  Verapamil  was  not  mutagenic  m  the  Ames  test  Studies  in  female  rats  did  not  show 
impaired  lerlility  Effects  on  male  fertility  have  not  been  determined  Pregnancy  (Category  C) 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  ISOPTIN  crosses  the 
placental  barrier  and  can  be  detected  in  umbilical  vein  blood  at  delivery  This  drug  should  be 
used  during  pregnancy,  labor,  and  delivery,  only  if  clearly  needed  Nursing  Mothers  ISOPTIN  is 
excreted  in  human  milk,  iherelore,  nursing  should  be  discontinued  while  verapamil  is 
administered  Pediatric  Use  Safely  and  efficacy  ol  ISOPTIN  in  children  below  the  age  ol  18  years 
have  not  been  established 

ADVERSE  REACTIONS:  Constipation  8  4%,  dizziness  3  5%,  nausea  2  7%  hypotension  2  5% 
edema  2  1%,  headache  1  9%,  CHFpulmonary  edema  1  8%,  fatigue  1  7%  bradycardia  1  4%' 
3"  AV  block  0  8%  flushing  0  1%  elevated  liver  enzymes  (see  WARNINGS)  The  following 
reactions,  reported  in  less  than  1  0%  ol  patients,  occurred  under  conditions  (open  trials 
marketing  experience)  where  a  causal  relationship  is  uncertain,  they  are  mentioned  10  alert  the 
physician  to  a  possible  relationship  angina  pectoris,  arthralgia  and  rash  AV  block  blurred 
vision,  cerebrovascular  accident,  chest  pain,  claudication,  confusion  diarrhea  dry  mouth 
dyspnea,  ecchymosis  or  bruising,  equilibrium  disorders,  exanthema,  gastrointestinal  distress 
gingival  hyperplasia,  gynecomastia,  hair  loss,  hyperkeratosis,  impotence,  increased  urination' 
insomnia,  macules,  muscle  cramps,  myocardial  infarction,  palpitations  paresthesia  psychotic 
symptoms,  purpura  (vasculilis),  shakiness,  somnolence,  spotty  menstruation  sweatino 
syncope,  urticaria  Treatment  of  Acute  Cardiovascular  Adverse  Reactions  Whenever  severe 
hypotension  or  complete  AV  block  occur  following  oral  administration  ol  verapamil  the 
appropriate  emergency  measures  should  be  applied  immediately  e  g  intravenously  admin- 
istered isoproterenol  HCI,  levarlerenol  bitartrale,  atropine  (all  in  the  usual  doses)  or  calcium 
gluconate  (107.  solution)  If  further  support  is  necessary,  inotropic  agenis  (dopamine  or 
oooufamine)  may  be  administered  Actual  trealment  and  dosage  should  depend  on  the  severity 
and  the  clinical  situation  and  the  ludgment  and  experience  of  the  treating  physician 

OVERDOSAGE:  Trealment  of  overdosage  should  be  supportive  Beta-adrenergic  stimulation  or 
parenteral  administration  of  calcium  solutions  may  increase  calcium  ion  flux  across  the  slow 
channc  ,  and  have  been  used  effectively  in  treatment  ol  deliberate  overdosage  with  verapamil 
Clinically  significant  hypotensive  reactions  or  tixed  high  degree  AV  block  should  be  treated  with 
vasopressor  agents  or  cardiac  pacing,  respectively  Asystole  should  be  handled  by  the  usual 
measures  incfuding  cardiopulmonary  resuscitation 
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Through  All  Thy  Veins  Shall  Run 
Cold  and  Drowsy  Humor 

Nightshade  Poisoning 
Ronald  B.  Mack,  M.D. 


Many  loyal  readers  of  this  column  are  aware  that  I  have 
lived  before.  During  the  Renaissance,  in  Rome  and  Flor- 
ence, I  was  the  chief  poisoner  for  the  Borgias  —  actually 
one  of  the  better  jobs  in  my  long  history.  During  this  interval 
I  received  a  letter  from  a  Friar  Lawrence  in  Verona.  The 
good  cleric  had  a  problem;  he  had  a  pair  of  "star-crossed" 
lovers  who  wanted  to  get  married  but  their  families  were 
deadly  enemies  and  the  girl  in  this  problem  was  to  be  married 
to  someone  else,  not  of  her  choosing.  Now  Friar  Lawrence 
was  also  an  alchemist  and  knew  a  lot  about  plants,  herbs 
and  so  on  but  he  needed  a  consult  on  what  to  give  a  young 
person  who  wanted  to  appear  dead  but  not  really  die.  He 
was  hoping  to  find  a  drug  to  put  this  lady  "out  of  it"  for 
a  few  days.  Thinking  she  was  dead,  her  family  would  leave 
her  in  the  family  tomb  and  when  she  awoke  her  lover  would 
spirit  her  out  of  town  on  a  big  Harley  and  they  would  live 
happily  ever  after. 

After  giving  this  matter  much  thought  1  recommended 
the  nightshade  plant  and  I  instructed  him  to  tell  his  pro- 
spective client  that  "no  pulse  shall  keep  his  native  progress, 
but  surcease;  no  warmth,  no  breath,  shall  testify  thou  liv- 
es!."' The  rest  is  history,  as  they  say;  the  lovers  died  by 
suicide  and  Juliet's  father  is  suing  me  for  not  getting  in- 
formed consent.  By  the  way,  Romeo,  the  stud  in  this  tale, 
goes  to  an  apothecary,  buys  some  cheap  poison  to  do  himself 
in  and  succeeds.  He  went  to  a  discount  poisoner. 

As  a  potential  poison  the  nightshade  plant  still  exists  and 
in  fact  is  a  very  commonly  ingested  substance  even  as  we 
speak.  In  the  1985  Annual  Report  of  the  American  Asso- 
ciation of  Poison  Control  Centers,  in  data  representing  48% 
of  the  human  poison  exposures  reported  to  poison  centers, 
there  were  1,984  exposures  to  this  plant  type,  almost  all  in 
children  under  the  age  of  six  years.-  Whereas  the  philoden- 
dron  is  by  far  the  most  commonly  reported  ingested  flora, 
the  nightshade  plant  has  consistently  remained  in  the  top  10 
most  common  plant  exposures  during  the  past  few  years.' 

The  designation  "nightshade"  can  be  very  confusing  to 

From  the  Department  of  Pediatrics.  Bowman  Gray  School  of  Med- 
icine, Wake  Forest  University,  Winston-Salem  27103. 


those  unfamiliar  with  the  botanical  literature,  because  there 
are  several  plants  in  the  nightshade  family,""  such  as: 

The  Woody  Nightshade  (AKA  the  Climbing  Nightshade 
or  Bittersweet)  —  Solanum  dulcamara. 
The  Deadly  Nightshade  (AKA  the  Black  Nightshade) 
—  Solanum  americanum  (U.S.  variety)  and  Solanum 
nigrum  (European  variety). 


Solanum  dulcamara. 

Reprinted  irom  CR  Bell  Plant  variation  and  classification  Belmont 

CA,  1967  Drawings  by  Susan  Carlton  Smith 

The  confusion  in  the  literature  generally  surrounds  the  terms 
"bittersweet"  and  "nightshade."  For  example,  the  plant 
Celastrus  scandens,  which  is  weakly  poisonous,  is  also  called 
"bittersweet"  or  "climbing  bittersweet."  Solanum  dulca- 
mara is  often  referred  to  as  "bittersweet"  or  "European 
bittersweet"  but  is  commonly  called  the  "nightshade," 
"deadly  nightshade"  or  "climbing  nightshade."  Even  more 
confusing,  especially  to  me,  is  the  common  reference  to 
Atropa  belladonna  as  the  "deadly  nightshade."  This  latter 
plant  is  the  only  "nightshade"  that  does  not  contain  solanine 
(vide  infra).  This  epistle  will  only  discuss  the  nightshades 
in  the  solanum  genus  and  will  leave  the  Atropa  belladonna 
for  another  day. 

Let  me  not  fail  to  mention  other  members  of  the  night- 
shade genus  Solanum  group'  with  which  you  may  or  may 
not  be  familiar: 
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The  Jerusalem  Cherry  —  S.  pseudocapsicum 

The  potato  —  S.  tuberosum 

The  horse  nettle  —  S.  carolinense 

The  nightshade  genus  that  we  are  discussing  derives  its 
scientific  name  from  the  Latin  word  for  quieting  —  solanem 
—  possibly  because  of  its  historical  use  as  a  sedative  pro- 
ducing plant.  This  genus  is  quite  large  and  has  1,700  sep- 
arate species,  most  of  which  have  never  been  evaluated  from 
a  toxicology  viewpoint.  The  plants  themselves  are  usually 
herbs  (sometimes  of  the  climbing  variety)  or  shrubs;  they 
are  often  spiny  or  hairy  or  have  stinging  hairs.  Among  the 
distinctive  features  of  the  nightshades  are  the  star-shaped 
or  bell-shaped  flowers  with  fused  petals.  The  berries  can  be 
black,  orange,  yellow  or  red,  and  are  pea-  to  grape-sized 
with  small  seeds. 

Although  nightshades  contain  many  potentially  toxic  sub- 
stances such  as  steroidal  alkaloids,  saponins,  esters  and  free 
parent  alkamines,  the  more  common  putative  culprit  in  the 
typical  nightshade  ingestion  is  the  glycosidal  alkaloid,  so- 
lanine.  All  parts  of  the  plant,  leaves  included,  are  potentially 
poisonous,  with  the  unripe  fruits  (the  berries,  of  course) 
containing  the  highest  concentrations.  It  has  been  alleged 
that  the  berries  of  the  woody  nightshade  (S.  dulcamara)  and 
the  deadly  nightshade  (S.  americanum  and  S.  nigrum)  are 
especially  toxic  potentially.  All  parts  of  the  white  potato 
plant  except  the  tubers  contain  serious  amounts  of  solanine; 
and  heavy  concentrations  may  be  present  in  green  or 
"spoiled"  tubers,  usually  under  the  skin  and  in  the  sprouts 
or  "eyes." 

If,  like  me,  you  have  trouble  identifying  any  flora  that 
is  unlabeled,  seek  the  counsel  of  the  nearest  high  school  or 
college  botany  teacher  or  the  manager  of  a  successful  plant 
and  garden  store.  In  the  city  streets  where  I  grew  up,  flower 
tending  and  flower  identification  were  not  necessary  re- 
quirements for  "street  sense,"  so  my  education  in  this  area 
is  remarkably  deficient,  unfortunately.  "Street  sense"  can 
be  embarrassing  sometimes.  In  boot  camp  during  World 
War  II,  while  undergoing  instruction  in  hand-to-hand  com- 
bat prior  to  a  possible  invasion  of  the  country  that  now 
produces  my  car,  TV,  VCR,  compact  disc  player,  etc.,  I 
asked  the  Drill  Instructor  if  it  was  OK  for  me  to  use  tire 
chains  as  a  weapon. 

Small  amounts  of  the  solanine  group  of  plants  are  all  that 
is  necessary  to  produce  adverse  clinical  features.  Whereas 
solanine-plant  ingestion  does  not  have  remarkable  toxicity 
in  adults,  fatal  poisoning  due  to  this  group  of  plants  has 
been  reported  in  children.-  <•  Onset  of  illness  following  inges- 
tion can  vary  from  early  to  a  delay  of  12  to  24  hours  before 
clinical  toxicity  occurs.  The  signs  and  symptoms  of  solanine 
intoxication  appear  to  be  related  to  the  degree  to  which  this 
toxic  alkaloid  is  metabolized  and  absorbed. 

As  you  might  suspect,  the  toxicological  features  can  be 
divided  into  local  and  systemic.  The  presence  of  solanine 
in  the  gastrointestinal  tract  produces  local  irritation  as  man- 
ifested by  nausea,  vomiting,  diarrhea  and  abdominal  pain. 


These  symptoms  and  signs  are  by  far  the  most  common 
ones  seen  with  this  poisoning.  Solanine  poisoning  can  easily 
be  confused  with  a  bacterial  gastroenteritis,  unless  a  good 
history  is  available.  Accompanying  this  gastrointestinal  in- 
sult there  is  an  irritating,  scratchy  feeling  in  the  pharynx 
and  an  elevated  body  tamperature.  If  the  toxin  is  absorbed, 
the  abnormalities  produced  are  primarily  in  the  central  nerv- 
ous system  (CNS),  and  you  may  see  such  bad  signs  and 
symptoms  as  drowsiness,  dyspnea,  muscular  weakness,  CNS 
depression  with  progression  to  respiratory  failure,  coma, 
shock  and  possible  death.  Bradycardia  is  a  typical  event  in 
solanine  poisoning.  Paresthesias  such  as  loss  of  sensation 
are  also  seen  in  severe  cases.  To  reiterate,  solanine  has  low 
toxicity  for  adults,  but  can  be  fatal  to  a  child. 

It  is  difficult,  in  perusing  the  literature,  to  determine  how 
many  berries  it  takes  to  poison  a  child.  Some  authors,  even 
recently,  allege  that  as  few  as  two  or  three  unripe  berries 
can  produce  symptoms'  and  that  as  few  as  ten  berries  are 
potentially  fatal  to  a  small  child.  In  any  event,  it  is  prac- 
tically never  possible  to  exactly  quantify  the  ingestion  in 
most  plant  poisonings,  especially  in  non-witnessed  inges- 
tions by  preschool  children. 

The  management  of  a  patient  with  suspected  or  known 
solanine  poisoning  is  quite  non-specific  and  supportive:  gas- 
tric emptying  and  charcoal  administration,  support  of  the 
cardiorespiratory  systems,  and  maintenance  of  fluid  bal- 
ance. There  is  no  antidote  for  this  intoxication. 

There  is  no  question  that  Shakespeare  knew  about  the 
many  drugs  available  in  his  time,  because  he  wrote  about 
sleep-inducing  drugs  from  such  plants  as  poppy  and  man- 
dragora  (mandrake).  At  least  some  authorities  speculate  that 
Friar  Lawrence  slipped  Juliet  some  nightshade  to  produce 
the  sleep  state  she  desired,  telling  her,  "and  in  this  borrowed 
likeness  of  shrunk  death,  thou  shalt  continue  two  and  forty 
hours,  and  then  awake  as  from  a  pleasant  sleep."'  Actually, 
as  you  know,  she  awoke  and  found  her  lover  taking  the  Big 
Sleep.  Now  they  are  both  dead  and  I'm  being  sued.  I  tell 
ya,  1  get  no  respect.  ■ 
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Make  Great 
Recoveries. 


They  needed  our  program  to  solve  their 
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treatment  at  no  charge. 

Don't  lose  your  patients  to  alcohol  and 
dings.  Get  them  back  with  our  help  and 
discover  what  recovei7  can  mean  for  your 
patient's  life. 

We  offer  24  hour  free  confidential  evalu- 
ations and  case  consultations  7  days  a  week. 
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Each  capsule  contains  5  mg  chlordiazepoxide  HCl  and  2.5  mg 
clidinium  bromide 

Please  consult  complete  prescribing  information,  a  summary  of  which 
follows: 


Indications:  Based  on  a  review  of  this  drug  by  the  National  Acad- 
emy of  Sciences— National  Research  Council  and/or  other  mforma- 
tion,  FDA  has  classified  the  indications  as  follows: 
"Possibly"  effective:  as  ad|unaive  therapy  in  the  treatment  of  peptic 
ulcer  and  in  the  treatment  of  the  irritable  bowel  syndrome  (irntaole 
colon,  spastic  colon,  mucous  colitis)  and  acute  enterocolitis. 
Final  classification  of  the  less-than-effective  indications  requires  fur- 
ther investigation. 
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Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign  bladder 
neck  obstruaion;  hypersensitivity  to  chlordiazepoxide  HCTand/or 
clidinium  Br. 

Warnings:  Caution  patients  about  possible  combined  effeas  with  alco- 
hol and  other  CNS  depressants,  and  against  hazardous  occupations 
requiring  complete  mental  alertness  {e.g.,  operating  machinery,  driving). 
Physical  and  psychological  dependence  rarely  reported  on  recommended 
doses,  but  use  caution  in  administering  Librium®  (chlordiazepoxide  HCl/ 
Roche)  to  known  addiction-prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms  (including  convulsions)  reported 
following  discontinuation  of  the  drug. 

Usage  in  Pregnancy:  Use  of  minor  tranauilizers  during  first 
trimester  should  almost  always  be  avoided  because  of  increased 
risk  of  congenital  malformations  as  suggested  in  several  studies. 
Consider  posstbibty  of  pregnancy  when  instituting  therapy. 
Advise  patients  to  discuss  tnerapy  if  they  intend  to  or  do 
become  pregnant. 
As  with  all  anticholinergics,  inhibition  of  laaation  may  occur. 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest  effective 
amount  to  preclude  ataxia,  oversedation,  confusion  (no  more  than 
2  capsules/day  initially;  increase  gradually  as  needed  and  tolerated). 
Though  generally  not  recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider  pharmacology  of 
agents,  particularly  potentiating  drugs  such  as  MAO  inhibitors,  pheno- 
thiazines.  Observe  usual  precautions  in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions  reported  in  psychiatric  patients. 
Employ  usual  precautions  in  treating  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood  coagulation  reported  very 
rarely  in  patients  receiving  the  drug  and  oral  anticoagulants;  causal  rela- 
tionship not  established. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  with 
either  compound  alone  reported  with  Librax.  When  chlordiazepoxide  HCl 
is  used  alone,  drowsiness,  ataxia,  confusion  may  occur,  especially 
in  elderly  and  debilitated;  avoidable  in  most  cases  by  proper  dosage 
adjustment,  but  also  occasionally  observed  at  lower  dosage  ranges.  Syn- 
cope reported  in  a  few  instances.  Also  encountered:  isolated  instances  of 
skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea  and  con- 
stipation, extrapyramidal  symptoms,  increased  and  decreased  libido — 
allinfrequent,  generally  controlled  with  dosage  reduction;  changes  in 
EEC  patterns  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  laundicc,  hepatic  dysfunction  reported 
occasionally  with  chlordiazepoxide  HCl.  making  periodic  blood  counts 
and  liver  function  tests  advisable  during  protracted  therapy.  Adverse 
effects  reported  with  Librax  typical  of  anticholinergic  agents,  i.e.,  dry- 
ness of  mouth,  blurring  of  vision,  urinary  hesitancy,  constipation.  Con- 
stipation has  occurred  most  often  when  Librax  therapy  is  combined 
with  other  spasmolytics  and/or  low  residue  diets. 

'  Dnruc  \  '^<'*-^i^  Products  Inc. 

.  nUl-Ht  7  Manati,  Puerto  Rico  00701 
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FLARE-UP 


SPASM  AND  PAIN  CAN  SIGNAL 
FUNCTIONAL  GI  DISORDERS'^ 

Patients  experiencing  symptoms  of  irritable 
bowel  syndrome*  or  duodenal  ulcer*  can 
often  have  emotional  stress  operating  in  the  / 

background.  When  you  prescribe  Librax  for       /  Z 
these  patients,  they  receive  treatment  for  both    /  / 
the  emotional  and  the  somatic  elements  to  help  j  / 
relieve  the  anxiety/pain  cycle.  V  \ 

Librax  provides  the  well-known  antianx-    \  \ 
iety  action  of  Librium®  (chlordiazepoxide  HCl/  \. 
Roche),  a  benzodiazepine  with  an  established        \ 
record  of  safety  after  use  in  thousands  of 
patients  worldwide.  Also  included  are  the 
proven  antispasmodic  and  antisecretory 
aaions  of  Quarzan®  (clidinium  bromide/ 
Roche),  the  component  which  helps  to  reduce 
colonic  spasm  and  hypersecretion  and  helps 
also  to  alleviate  the  pain  they  cause.  -  -i^,,^*- 

LIBRAX:  FOR  THE  DUAL  PROBLEMS 
OF  FUNCTIONAL  GI  DISORDERS. 
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SPECIFY  ADJUNCTIVE 

Each  capsule  contains  5  mg  chlordiazepoxide  HCl  and 
2.5  mg  clidinium  bromide. 


*Libra.\  has  bo 
in  llic  ircnimi: 


evaluated  as  possibly  cffci 
of  duodenal  iikcr  and  ihc 


vc  as  adjunctive  iherapy 
ritable  bowel  syndrome. 


Copyright  r-  198.1  by  Roche  Product.*  Inc.  All  rights  reserved. 
Please  sec  reverse  side  for  complece  product  information. 


ANTIANXIETY 

ANTISECRETORY 

ANTISPASMODIC 
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We're  Here  For  You,  North  Carolina 


Medical  Mutual  Insurance  Company  was  created 
by  North  Carolina  physicians  in  1975  to  stabilize  the 
volatile  professional  liability  insurance  market.  For 
eleven  years,  we  have  been  able  to  keep  that  market 
open  for  all  physicians  in  North  Carolina.  Because  our 
primary  goal  is  stability-not  profit-we  will  continue  to 
serve  you  while  other  companies  limit  their  markets 
or  restrict  coverage. 

Our  presence  in  North  Carolina  guarantees  that 
experienced  physicians  can  practice  their  specialties, 


new  physicians  can  begin  their  practices,  and  citizens 
of  the  state  will  get  the  high  quality  medical  care  they 
deserve.  By  bringing  stability  to  the  professional  liability 
market,  we're  serving  the  public  good. 

Medical  Mutual.  We'll  be  there  when  you  need  us. 

^^1^  Medical  Mutual 

^     Medical  Insurance  Agency,  Inc. 


Medical  Mutual  Insurance  Company  of  North  Carolina  and  its  subsidiary,  Medical  Insurance  Agency  Inc. 
are  located  at  222  North  Person  Street.  Raleigh,  NC  27611  919/828-9334    800/662-7917 


How  MoreThan  2000  Doctors 
Have  Eased  The  P^in 
Of  Managing  A  Practice. 


If  your  practice  is  like  a  lot  of  others, 
you  often  spend  more  time  on  office 
problems  than  on  the  health  problems  of 
your  patients. 

Our  one  easy-to-use,  fully-integrated 
computer  system  can  take  care  of  billing, 
provide  financial  updates,  help  you  market 
your  practice.  And  give  you  more  time  to  do 
what  you  went  to  medical  school  for. 

"Medic  continues  to  be  the  best 
system  for  our  clients." 

Thomas  Booth,  president  of  The  PM  Group. 
Battle  Creek,  Michigan 

When  this  nationally-recognized 
medical  consulting  firm  recommends  a 
product  to  their  clients,  you  know  it's  been 
carefully  scrutinized.  After  reviewing  over 
60  medical  systems.  The  PM  Group  judged 
our  system  to  be  the  best.  And  the  one  that 
offers  the  best  support  and  service. 

"Ifs  helped  our  cash  flow 
tremendously." 

Mike  Griga,  general  manager  ofMayfield 
Neurological  Institute,  Cincinnati,  Ohio 

Changing  the  billing  system  from  once 
a  month  to  once  a  week  is  just  one  way 
Medic  has  improved  the  bottom  line  of  the 
nation's  largest  neurosurgery  group.  Our 
system  can  ease  the  process  of  sending 


statements  and  reduce  the  number  of 
uncollected  bills.  Plus,  our  easy-to- 
understand  printouts  help  you  keep  better 
track  of  your  financial  condition. 

"When  lightning  knocked  out  our 
system,  Medic  worked  through  the 
night  to  get  It  up  and  running  quickly." 

Doug  Speak,  assistant  administrator  of 
Suncoast  Medical  Clinic,  St.  Petersburg, 
Florida 

We'll  do  whatever  it  takes  to  keep  your 
system  working.  Day  or  night.  We  have  a 
toll-free  STAT  line  to  handle  questions  and 
problems.  And  there's  a  STAT  PLUS  line 
from  our  support  center  to  your  system 
for  software  updates  and  diagnoses. 

So  if  you're  looking  to  increase  the 
efficiency,  productivity  and  profitability  of 
your  practice,  take  a  look  at  the  Medic 
Computer  System. 

Over  2000  physicians  in  more  than 
600  practices  throughout  the  U.S.  are 
calling  it  a  minor  medical  miracle. 


Ill 


computer  systems 


6601  Six  Forks  Road.Suite  150 
Raleigh,  North  Carolina  27609 

Telephone  toll-free:  1-800-334-8534 
North  Carolina:  919-84  7-8102 

Other  offices:  Cincinnati.  Ann  Arbor 
Orlando,  Pittsburgh,  Richmond 

Please  tell  me  how  Medic  Computer 
Systems  can  help  my  practice. 


Name- 


Address- 
Cily 


Slate- 


Phone ( 


1- 


Number  ot  physicians  in  practice  - 
Specialty 


Medic  Computer  Systems 

6601  Six  Forks  Rd.  Suite  150 
I  Raleigh,  North  Carolina  27609 
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ou  are  the  final  quality  control  step. 

Behind  each  bottle  of  Cortisporin '  Otic  is  thirty  years  of  clinical 
experience.  Behind  that  are  forty  million  bottles  sold  in  the  last  decade 
without  a  single  recall. 

Before  Cortisporin  Otics  reach  the  pharmacy,  they've  passed  95 
stringent  quality  control  checks.  You're  the  last,  and  the  most  important. 
Without  you,  Cortisporin  Otic  can't  help  your  patients.  Remember.. 

Write  "Do  Not  Substitute.'' 

CORTISPORIN  OTIC 

SUSPENSION/SOLUTIOriSterile) 
(polymyxin  B-neomycin-hydrocortisone) 


1^^  /  Burroughs  Wellcome  Co. 

^Tm        /    Research  Triangle  Park 
Wellcome  /     North  Carolina  27709 


CORTISPORIN'  OTIC  Suspension  Stetile  iPolymyxin  B-Neomycin-Hydiocorlisonei  Description:  Each  cc  con- 
tains Aerospofin "  iPolymyxin  B  Sullalei  10,000  units  Neomycin  sullaie  (equivalent  to  3  5  mg  neomycin  Dase)  5 
mg  Hyflfocortisone  10  mg  11%)  The  vehicle  contains  the  maciive  ingredients  cetyl  alcohol,  pfooylene  glycol 
polysordaie  80,  waler  lot  miection  and  ihimetosal  (pfeservailve)  0  01%  Indications:  For  the  ireaimem  of 
supeflicial  bacterial  inlections  o1  the  external  audJiory  canal  caused  by  organisms  susceptible  lo  the  action  ol 
the  aniibioiics,  and  tor  the  ireaiment  ol  inlections  ol  masioiflectomy  and  lenesttalion  cavities  caused  by 
organisms  susceptible  lo  ihe  aniibioiics  Precautions:  This  d(ug  snoulO  be  used  with  care  in  cases  ol 
oerloraled  eardrum  and  in  long-sianding  cases  of  chronic  otilis  media  because  ol  the  possibility  ol  ototoxicity 
caused  by  neomycin  CORTISPORIN "  OTIC  Solution  Sterile  (Polymyxin  B-Neomycin-Hydrocortisone)  Oescrlp- 
tlon.  Each  cc  contains  Aerosponn "  (Polymyxin  B  Sullatel  10,000  unils  Neomycin  sullate  (equrvaleni  lo  3  5  mg 
neomycin  basei  5  mg  Hydrocortisone  10  mg  (1%)  The  vehicle  contains  the  inaciive  ingredients  cupric  sullaie, 
glycerin,  hydrochloric  acid,  propylene  glycol,  v^ater  lor  injection  and  potassium  metabisullite  (preservative) 
0 1%  Indications  For  the  treatment  ol  superficial  bacierial  mleciions  ol  the  external  auditory  canal  caused  by 
oiganisms  susceptible  to  the  action  ol  the  aniibiotics  Warning:  Contains  potassium  metabisullite,  a  sulliie 
thai  may  cause  allefgic-type  reactions  leg  ,  hives,  itching,  wheezing,  anaphylaxis)  m  certain  suscepiible 
persons  Although  the  ovetall  prevalence  ol  sulliie  sensiiivity  in  the  general  population  is  probably  low. 
It  is  seen  mote  freouenily  in  asthmatics  or  in  atopic  nonasihmaiic  persons  Precautions:  This  drug  should 
be  used  with  care  v^hen  ihe  iniegniy  ol  ihe  lympamc  membrane  is  in  question  because  ol  ihe  possthtlity 
ol  oloioxiciiy  caused  by  neomycin  Adverse  Reactions  Stinging  and  burning  have  been  reported  when 
Ihts  drug  has  gained  access  lo  the  middle  ear  Contraindications,  Warnings,  Precautions  and  Adverse 

'Caution:  II  pertorallon  ol  Ihe  eardrum  exists,  speclly  Cortisporin  Otic  Suspension  (this  drug  should 
be  used  with  care  In  cases  ol  perforated  eardrumi. 


Reactions  Common  to  Both  Products.  Contraindications:  These  products  are  contraindicated  in  those  individ- 
uals who  have  shown  hypersensitivity  to  any  ol  the  components,  and  in  herpes  simplex,  vaccinia  and  varicella. 
Warnings:  As  wiih  other  antibiotic  preparations,  pfolonged  ireatmeni  may  result  in  overgrowth  ol  nonsuscep- 
iible  organisms  and  lungi  II  the  mieclion  is  noi  improved  alter  one  week,  cultures  and  susceptibility  tests 
should  be  repealed  lo  verily  the  identity  ol  the  organism  and  to  determine  whether  therapy  should  be 
changed  When  using  neomycin-coniaming  products  to  conirol  secondary  miection  in  Ihe  chronic  dermatoses, 
such  as  chrome  otitis  externa,  it  should  be  borne  in  mind  thai  the  skin  m  these  conditions  is  more  liable 
ihan  IS  normal  sl^in  lo  become  sensitized  to  many  substances,  including  neomycm  The  manilestaiion  ol 
sensitization  to  neomvcin  is  usually  a  low  grade  reddening  with  swelling,  dry  scaling  and  itching,  it  may  be 
manliest  simply  as  a  latlure  to  heal  During  long-ierm  use  ol  neomycm-containmg  products,  periodic  examina- 
tion loi  such  signs  is  advisable  and  ihe  patient  should  be  told  lo  discontinue  the  product  i1  ihey  are 
observed  These  symptoms  regress  quickly  on  witndiawing  the  medication  Neomycincontammg  applications 
should  be  avoideo  tor  that  patient  therealler  Precautions:  II  sensitization  or  irritation  occurs,  medication 
should  be  discontinued  promptly  Patients  who  preler  to  warm  the  medication  helore  using  should  be 
cautioned  against  heating  the  solution  above  body  temperature,  m  order  to  avoid  loss  ol  potency  Treaimeni 
should  noi  be  continued  lot  longer  than  ten  days  Allergic  cross-ieactions  may  occur  which  could  prevent 
the  use  ol  any  or  all  the  lollowing  antibiotics  lor  the  treatment  ol  luture  inlections  kanamycin.  paromomycin, 
streplomycm,  and  possibly  gentamicm  Adverse  Reactions  Neomycin  is  a  not  uncommon  cutaneous 
sensitizer  There  are  ariicles  m  the  current  literature  that  indicate  an  increase  in  the  prevalence  ol  persons 
sensitive  lo  neomycin. 
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Teens  and  Sex 

Confessions  of  an  Imperiled  Liberal 


JOHN  F.  STEEGE,  M.D. 


A  "conservative"  is  a  "liberal"  with  a  teenage  daughter. 


Adolescence  is  tough.  When  I  was  16,  my  big- 
gest concern  was  getting  my  curve  ball  over 
the  plate.  Sex  was  fantasy.  If  my  young  daugh- 
ter were  16  today,  she  would  be  dealing  with 
far  weightier  matters,  according  to  a  survey  conducted 
for  the  Planned  Parenthood  Federation  by  Louis  Harris 
and  Associates,  Inc.  Following  in  the  next  pages,  see  the 
survey  topics  and  highlights  of  the  findings  reprinted  from 
the  lengthy  survey  report  published  in  1986  by  Harris 
and  Planned  Parenthood. 

Harris  polled  1,000  teenagers  from  across  the  country 
in  September  and  October  of  1986.  The  results  indicate 
that  if  my  daughter  were  16: 

Forty-sk  percent  of  her  peers  would  have  akeady 
had  intercourse  (not  my  daughter). 

If  her  grades  fell  or  her  career  goals  became  un- 
certain, she  would  be  more  likely  to  start  having  sex. 

She  would  say  that  others  feel  pressured  to  have 
sex  (73%),  but  would  be  less  likely  (28%)  to  admit 
feeling  pressured  herself. 

If  sexually  active,  she  would  be  more  likely  to  use 
birth  control  (60%-70%)  because  she  is  the  daughter 


From  the  Division  of  Gynecology,  Department  of  Obstetrics 
and  Gynecology,  Duke  University  Medical  Center,  Box  3263 
Durham  27710. 


of  white  college-educated  parents:  if  she  were  black 
and  the  daughter  of  non-coUege-educated  parents,  she 
would  be  less  likely  (20-35%)  to  use  contraception 
some  or  all  of  the  time. 

If  she  had  talked  with  me  about  sex  and  contra- 
ception, she  would  be  more  likely  to  use  contraception 
if  sexually  active  (48%  vs  26%). 

Further,  she  and  her  peers  would  be  likely  to  have 
some  form  of  sex  education  in  their  schools  (59%),  but 
only  some  of  the  courses  would  be  comprehensive  (35%). 
A  high  level  of  knowledge  about  sexuality  is  associated 
with  regular  contraceptive  use  (45%)  as  compared  to  a 
low  level  of  knowledge  (15%).  Despite  these  efforts,  she 
and  her  friends  would  still  have  significant  areas  of  ig- 
norance: 35%  would  see  the  condom  as  unreliable,  while 
many  would  feel  that  the  birth  control  pill  (23%)  or  the 
diaphragm  (20%)  can  be  obtained  at  the  drug  store  with- 
out prescription;  12%  would  believe  that  the  pill  causes 
cancer  and  1 1%  would  believe  it  causes  infertility.  Finally, 
14%  would  hold  the  magical  belief  that  pregnancy  could 
not  happen  to  them. 

Okay,  so  far,  so  good.  All  I've  got  to  do  is  keep  the 
lines  of  communication  open,  encourage  positive  goals  in 
life,  and  support  her  extra-curricular  interests  (can't 
somebody  else  take  the  carpool  today?).  But  now  she 
tells  me  that  a  lot  of  her  friends  think  a  birth  control  clinic 
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should  be  located  either  in  their  school  (12%)  or  con- 
veniently near  it  (28%).  A  third  of  her  friends  feel  that 
they  would  have  trouble  affording  the  $5  to  $20  a  month 
expense  of  contraception  (would  I  really  like  to  see  this 
as  a  line  item  on  her  allowance  budget?).  Almost  all  (78%) 
of  her  friends  (not  my  daughter)  want  their  contraceptive 
care  to  be  confidential.  Despite  my  being  a  gynecologist, 
she  and  her  friends  (70%)  see  the  pelvic  examination  as 
a  major  obstacle  to  acquiring  contraception. 

I'm  nervous.  What  if  I  dig  in  my  heels  and  say  she 
shouldn't  attend  that  sex  education  course?  She's  no  less 
likely  to  begin  sexual  activity,  but  she  is  less  likely  to 
use  contraception.  If  I  choose  to  raise  her  as  a  funda- 
mentalist Christian,  she  might  be  less  likely  to  become 
sexually  active  (25%  vs  50%),  but  if  active  would  be  less 
likely  to  use  contraception  (22%  vs  35%). 

Thankfully,  I'm  getting  a  lot  of  help.  The  American 
College  of  Obstetricians  and  Gynecologists  (ACOG),  led 
by  past  president  Luella  Klein,  M.  D. ,  has  waged  an  active 
campaign  to  reverse  media  restrictions  on  contraceptive 


advertising.  Condom  ads  have  begun  on  TV  in  North 
Carolina.  ACOG  President  Harry  S.  Jonas,  M.D.,  has 
started  the  College  on  a  project  of  developing  sex  edu- 
cation programs  which  will  be  ready  shortly.  The  Ado- 
lescent Health  Care  Committee  of  the  College  has  been 
examining  sex  education  curricula  and  coordinating  ef- 
forts with  other  educational  groups.  U.S.  Surgeon  Gen- 
eral C.  Everett  Koop,  M.D.,  reacting  to  the  AIDS  crisis, 
has  become  a  supporter  of  sex  education.  A  recent  Gallup 
Poll  reports  that  78%  of  adult  Americans  suppori  sex 
education  before  high  school,  and  approximately  half  sup- 
port it  at  the  elementary  school  level. 

My  daughter:  I  hope  when  the  time  comes  she  feels 
comfortable  asking  me.  Then  again,  I  hope  she  doesn't 
need  to.  1  think  I'll  work  on  this  editorial  in  the  office 
instead  of  at  home. 


P.S.  My  son  has  not  yet  reached  the  age  of  genital 
awareness.  I'll  worry  about  him  later.  ■ 


•  Editor's  note:  Dr.  Steege  teaches  Human  Sexuality  to  Duke  University  under- 
graduates and  medical  students.  He  directs  the  Biobehavioral  Gynecology  section  of 
the  division  of  Gynecology,  including  the  Premenstrual  Syndrome  Clinic,  Pelvic  Pain 
Clinic,  and  Sex  Therapy  and  Education  Program. 
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American  Teens  Speak 

Report  on  a  Survey 


» 


THE  PLANNED  PARENTHOOD  FEDERATION 
OF  AMERICA,  INC. 


The  Planned  Parenthood  Federation  of  America, 
Inc.,  commissioned  a  poll  of  1,000  teenagers  in 
their  homes  by  Louis  Harris  and  Associates,  Inc., 
and  published  the  findings  in  a  pamphlet  entitled 
"American  Teens  Speak:  Sex,  Myths,  TV,  and  Birth 
Control. "  Reprinted  here  are  the  topics  covered  and  high- 
lights of  the  findings. 


What  They  Hoped  To  Find  Out 

The  topics  in  the  survey  include: 

The  reasons  why  so  many  teenagers  do  not  wait 
to  have  sexual  intercourse. 

The  reasons  why  so  many  sexually  active  teenagers 
do  not  use  birth  control. 

Arguments  that  teenagers  think  would  influence 
their  peers  to  delay  sex. 

Arguments  and  steps  that  teenagers  think  would 
influence  their  peers  to  use  birth  control. 

Areas  of  knowledge  and  areas  of  ignorance  or  myth 
about  sexuality. 

Sources  of  information  (and  misinformation)  about 
sexual  topics. 

The  perceived  realism  of  TV  in  dealing  with  sexual 
topics. 

The  content  of  sex  education  courses  in  the  schools, 
as  reported  by  the  pupils  who  have  actually  taken 
them. 

The  extent  of  talks  between  parents  and  children 
on  sex  and  birth  control. 

The  resulting  impact  on  teenagers'  sexual  behavior 
of  knowledge,  parental  talks,  and  sex  education 
courses. 

The  barriers  that  remain  to  increased  use  of  birth 
control  by  teenagers. 


From  Planned  Parenthood  Federation  of  America,  Inc., 
Seventh  Ave.,  New  York,  NY  10019 
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Highlights  of  the  Survey  Findings 

Teenage  sex  and  use  of  birth  control.  The  survey 
documents  the  scope  of  a  national  problem:  many  teen- 
agers are  sexually  active,  and  yet  many  do  not  usually 
use  birth  control.  High  rates  of  teenage  pregnancy  are 
the  inevitable  result.  And  those  results  will  fall  heaviest, 
the  survey  shows,  at  those  levels  of  society  where  teen- 
agers and  their  parents  have  the  least  resources  to  cope 
with  the  problem. 

1  More  than  half  of  America 's  teenagers  report  having 
had  sexual  intercourse  by  their  seventeenth  year.  Of  all 
U.S.  teenagers  age  12  through  age  17,  nearly  three  out 
of  ten  (28%)  say  they  have  had  sexual  intercourse.  The 
proportion  increases  rapidly  with  age,  rising  from  4%  of 
the  12-year-olds  to  57%  of  the  17-year-olds. 

2  Sexual  activity  begins  earlier  among  those  teenagers 
who  have  the  fewest  resources,  and  who  are  thus  the 
most  vulnerable.  Teenagers  whose  parents  are  not  col- 
lege graduates,  teenagers  who  have  grades  in  school 
averaging  C,  D,  or  F,  and  black  teenagers  are  all  more 
likely  to  have  had  sexual  intercourse. 

3  Teenagers  say  that  social  pressure  is  the  chief  rea- 
son why  so  many  of  their  peers  do  not  wait  to  have  sexual 
intercourse  until  they  are  older.  Both  boys  as  well  as 
girls  cite  social  pressure  more  frequently  than  other  fac- 
tors, but  girls  mention  it  (73%)  more  than  do  boys  (50%). 
More  girls  (28%)  than  boys  (21%)  also  say  that  they 
themselves  have  personally  felt  pressured  by  other  teen- 
agers to  go  farther  with  sex  than  they  wanted  to. 

4  Only  one-third  (33%)  of  those  teenagers  who  have 
had  intercourse  say  that  they  use  contraceptives  all  the 
time.  Nearly  as  many  (27%)  say  that  they  never  use 
them.  The  rest  say  that  they  use  contraceptives  "some- 
times" or  "most  of  the  time. " 

5  Teenagers  who  have  the  fewest  resources  are  the 
most  likely  to  be  at  risk  by  not  using  contraceptives. 
Among  sexually  active  teenagers,  those  whose  parents 
are  not  college  graduates,  those  who  live  with  only  one 
parent,  and  black  and  Hispanic  teenagers  are  all  less  likely 
to  use  contraceptives. 

6  Teenagers  who  have  had  intercourse  say  that  "un- 
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expected  sex"  —  with  no  time  to  prepare  —  is  the  most 
frequent  single  reason  why  they  and  so  many  of  their 
peers  do  not  use  birth  control.  Other  categories  of  rea- 
sons cited  by  teenagers  as  a  whole  include:  that  many 
simply  prefer  not  to  use  birth  control  (39%),  that  many 
do  not  know  enough  about  contraceptives  or  can't  get 
access  to  them  (25%),  that  many  are  too  afraid  and  em- 
barrassed to  get  contraceptives  or  fearful  that  their  par- 
ents will  find  out  (24%),  and  that  many  believe  they  are 
safe  without  contraceptives,  that  pregnancy  vriU  not  hap- 
pen to  them  (15%). 

7  Contraceptives  are  most  likely  to  be  used  by  those 
teenagers  who  can  see  they  have  a  lot  at  stake  and  who 
stand  to  lose  a  lot  by  being  involved  in  an  unintended 
pregnancy.  This  includes  those  who  can  name  some  ca- 
reer they  aspire  to,  those  whose 
grades  are  in  the  A  or  B  range,  and 
those  who  are  involved  in  sports  or 
extracurricular  activities.  They  have 
extra  incentive  to  look  ahead  and 
to  plan  beyond  the  moment.  They 
are  more  likely  to  have  both  the 
motive  and  the  resources  to  overcome  a  cultural  tradition 
that,  while  valuing  spontaneity  in  human  relationships, 
often  discourages  any  combination  of  "planning"  with 
"romance. " 

The  impact  of  knowledge,  talks  with  parents,  and 
sex  education  at  school.  Education  and  information, 
the  survey  shows,  have  enormous  impact  on  teenagers' 
sexual  behavior.  Therefore,  a  major  priority  for  society 
in  dealing  with  the  problem  of  teenage  pregnancy  is  to 
find  ways  of  increasing  the  information  that  teenagers 
have  at  their  disposal.  This  means  encouraging  more 
parents  to  talk  openly  and  in  detail  with  their  own  children 
about  sexuality  and  contraception.  It  also  means  improv- 
ing both  the  availability  and  the  comprehensiveness  of 
sex  education  in  the  schools. 

1  Teenagers  who  have  talked  about  sex.  pregnancy, 
and  contraception  with  their  parents  are  more  likely  to 
use  birth  control  all  the  time  if  they  are  sexually  active. 
Of  sexually  active  teenagers  who  have  had  no  talk  with 
their  parents,  only  26%  use  birth  control  all  the  time. 
This  figure  rises  to  37%  among  those  who  have  some 
kind  of  talk  about  sex  with  their  parents,  and  to  43% 
among  those  whose  talk  included  the  subject  of  birth 
control. 

2  Two-thirds  of  American  teenagers  (68%)  have  at 
some  time  talked  to  their  parents  about  sex  and  how 
pregnancy  is  caused.  But  only  one -half  of  those  (33%  of 
all  teenagers)  had  talks  that  included  the  subject  of  birth 
control.  Girls  are  more  likely  to  have  had  discussions 
with  their  parents  than  are  boys.  Whites  and  blacks  are 
more  likely  than  Hispanic  teenagers.  And  those  whose 
parents  are  college  graduates  are  more  likely  to  have 
talked  about  sex  with  their  parents,  but  they  are  no  more 
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"Education  and  information 
.  .  .  have  enormous  impact 
on  teenagers'  sexual  behav- 
ior." 


likely  to  have  talked  about  birth  control. 

3  Teenagers  who  have  had  a  comprehensive  sex  ed- 
ucation course  at  school  are  more  likely  to  use  birth 
control  all  the  time  if  they  are  sexually  active.  Of  sexually 
active  teenagers  who  have  had  no  sex  education  course, 
only  25%'  say  they  use  birth  control  all  the  time.  That 
figure  rises  slightly  to  30%  among  those  who  have  had 
a  formal  sex  education  course  which  was  not  compre- 
hensive. Of  those  who  had  a  course  which  was  compre- 
hensive, 40%  use  contraceptives  all  the  time. 

4  A  majority  of  American  teenagers  (59%)  have  had 
some  kind  of  formal  course  or  class  on  sex  education  at 
school.  But  only  35%  of  all  teenagers  have  had  a  sex 
education  course  whose  content  could  be  called  compre- 
hensive. "Comprehensive"  was  defined  as  including  at 

least  four  out  of  the  following  six 
topics:  biological  facts  of  reproduc- 
tion, coping  with  sexual  develop- 
ment, different  kinds  of  birth  con- 
trol, information  about  where  to  get 
contraceptives,  information  about 
preventing  sexual  abuse,  and  facts 
about  abortion. 

5  Teenagers  who  have  greater  knowledge  about  sex- 
uality —  gained  from  whatever  source  —  are  also  more 
likely  to  use  contraceptives  all  the  time  if  they  are  sex- 
ually active.  Of  sexually  active  teenagers  who  have  a  low 
level  of  knowledge  about  sexuality,  only  16%  use  birth 
control  all  the  time.  That  figure  rises  to  25%  among  those 
who  have  a  medium  level  of  knowledge.  It  rises  greatly 
among  those  with  a  high  level  of  knowledge;  45%  of  them 
use  birth  control  all  the  time. 

6  Many  teenagers  are  confused  or  uncertain  in  their 
knowledge  of  basic  facts  about  sexuality.  And  many  of 
the  teenagers  who  are  most  at  risk  of  pregnancy  turn 
out  to  have  the  least  knowledge.  For  instance,  only  40% 
of  all  teenagers  know  it  is  usually  true  that  a  girl  is  most 
likely  to  become  pregnant  about  two  weeks  after  her 
menstrual  period  begins;  59%  give  the  wrong  answer  or 
are  not  sure.  From  this  and  six  other  such  facts,  a  "sex- 
uality knowledge  index"  was  constructed  to  show  which 
teenagers  are  most  knowledgeable  and  which  are  con- 
fused or  ignorant.  Those  whose  economic  status  is  low 
have  less  knowledge  than  do  those  with  a  higher  eco- 
nomic status.  And  those  with  lower  grades  in  school  also 
have  less  knowledge.  And  black  and  Hispanic  teenagers 
have  less  knowledge  of  these  topics  than  whites. 

Thus  there  is  a  vicious  cycle  at  work  that  compounds 
social  and  economic  disadvantage  with  disadvantages  in 
dealing  with  the  world  of  sexuality.  Low  sexual  infor- 
mation —  with  a  resulting  greater  risk  of  pregnancy  — 
is  simply  one  more  way  in  which  socially  disadvantaged 
teenagers  get  left  behind. 

7  But  it  is  possible  to  break  into  this  cycle.  For  greater 
knowledge  of  sexuality  is  shown  both  by  teenagers  who 
have  talked  with  their  parents  and  by  teenagers  who  have 


had  formal  sex  education  in  school.  Parent-child  com- 
munication would  seem  to  be  an  under-utilized  resource 
that  has  a  large  potential  for  improving  the  situation. 
Teenagers  rank  parents  as  first  in  importance  out  of  eleven 
possible  sources  of  information  about  sex  and  birth  con- 
trol. Yet,  as  we  have  seen,  only  one-third  of  all  teenagers 
currently  say  they  have  actually  discussed  birth  control 
with  their  parents.  This  potential,  however,  may  never 
be  fully  realized.  Forty-two  percent  of  teenagers  say  they 
would  be  nervous  or  afraid  to  bring  up  the  subject  with 
their  parents.  And  last  year's  [1985]  Planned  Parenthood 
Poll  of  adults  across  the  U.S.  showed  that  many  parents 
themselves  feel  they  need  outside  help  in  educating  their 
children  about  sex  and  birth  control. 

8  Sex  education  in  the  schools  is  the  other  way  that 
society  can  break  the  cycle  of  low 
social  status  —  low  grades  —  low 
information  about  sexuality  —  low 
use  of  contraceptives  —  high  risk 
of  pregnancy.  Teenagers  currently 
rank  courses  at  school  as  third  most 
important  out  of  eleven  possible 

sources  of  information  about  sex  and  birth  control.  Yet, 
as  reported  above,  only  35%  of  all  teenagers  currently 
have  had  a  comprehensive  sex  education  course,  indi- 
cating that  here,  too,  there  is  a  large  potential  for  im- 
proving the  situation. 

9  It  is  important  that  both  parents  and  schools  play  a 
greater  role,  for  the  other  two  most  important  sources 
of  teenagers'  information  are  their  own  friends  (second 
in  importance  out  of  eleven  possible  sources)  and  tele- 
vision and  movies  (fourth  in  importance  out  of  eleven). 
As  for  teenagers'  friends,  in  many  cases  they  are  no  more 
knowledgeable  than  they  [respondents]  are  themselves. 
Regarding  television's  portrayal  of  sexual  subjects,  in  this 
year's  survey  teenagers  were  asked  the  same  questions 
about  television  that  adults  had  been  asked  in  last  year's 
survey.  The  results  show  that  teenagers  have  greater 
faith  in  the  realism  of  television's  portrayal  of  sexual  sub- 
jects than  adults  do.  For  instance,  41%  of  teenagers  think 
that  television  gives  a  realistic  picture  of  pregnancy  and 
the  consequences  of  sex.  Only  24%  of  adults  think  that. 

Further  steps  that  society  can  take.  In  addition  to 
encouraging  parent-child  talks  and  sex  education  in  the 
schools,  society  may  also  wish  to  intervene  in  additional 
ways,  such  as  by  an  organized  campaign  for  teenage 
pregnancy  prevention  [see  the  article  that  follows  for 
information  on  one  local  project  in  North  Carolina].  For 
such  a  campaign,  the  survey  shows  a  number  of  the  tools 
which  can  prove  effective. 

1  In  evaluating  arguments  for  delaying  sex.  teenag- 
ers say  that  the  danger  of  catching  sexually  transmitted 
diseases  and  the  danger  of  a  pregnancy  ruining  one 's  life 
are  two  messages  that  are  most  likely  to  influence  their 
peers.  Skty-five  percent  think  that  telling  teenagers  to 


Teenagers  rank  parents 
first  in  importance  (for)  in- 
formation about  sex  and 
birth  control." 


worry  more  about  catching  diseases  like  AIDS  and  herpes 
would  be  likely  to  influence  them  to  wait  to  have  sexual 
intercourse.  Sixty-two  percent  think  that  telling  them 
how  a  pregnancy  could  ruin  their  life  would  be  effective. 
While  such  arguments  may  prove  useful  in  convincing 
some  teenagers  to  delay  sex,  in  some  cases  the  delay 
may  serve  mainly  to  postpone  an  unintended  pregnancy 
until  a  later  age,  rather  than  to  prevent  it  altogether. 
Further  steps  are  needed  in  pregnancy  prevention. 

2  In  evaluating  steps  to  encourage  the  use  of  birth 
control,  teenagers  say  that  guaranteeing  conSdentiality, 
making  birth  control  free,  and  making  birth  control  easy 
to  obtain  are  most  likely  to  influence  their  peers.  Guar- 
anteeing confidentiality  in  obtaining  birth  control  ranked 
first  (78%)  out  of  eight  steps  that  were  evaluated.  Making 
it  free  of  cost  ranked  second  (75%) 
and  making  it  easy  to  obtain  ranked 
third  (70%)  out  of  the  eight  steps. 
3  When  teenagers  are  asked  to 
compare  various  methods  of  birth 
control,  they  overwhelmingly  pre- 
fer the  pill  and  the  condom.  No 
other  method  ranks  anywhere  close.  Girls  tend  to  prefer 
the  pill  (63%),  while  boys  tend  to  prefer  the  condom 
(53%).  They  view  these  methods  as  effective,  safe,  easy 
to  use  (in  the  case  of  the  pill),  and  easy  to  buy  (in  the 
case  of  the  condom). 

4  There  is  unmet  demand  for  the  birth  control  pill. 
When  the  methods  of  birth  control  preferred  by  teen- 
agers are  compared  with  the  actual  methods  most  fre- 
quently used,  it  is  apparent  that  many  more  prefer  the 
pill  than  actually  use  it.  Sixty-three  percent  of  girls  would 
prefer  the  pill,  but  only  38%'  of  sexually  active  girls  ac- 
tually use  the  pill.  There  is  much  less  fall-off  in  the  case 
of  the  condom.  Fifty-three  percent  of  boys  prefer  the 
condom,  and  47%  of  sexually  active  boys  actually  use 
that  method. 

5  One  barrier  to  increased  use  of  the  birth  control 
pill  may  be  the  pelvic  examination  that  is  usually  required 
by  physicians  and  clinics.  Sbcty-nine  percent  of  girls  say 
that  this  requirement  frightens  many  girls  away.  A  similar 
proportion  of  agreement  (70%)  was  registered  by  those 
girls  who  have  actually  used  the  pill  and  who,  presumably, 
have  themselves  undergone  a  pelvic  exam.  Thus,  first- 
hand experience  with  the  pelvic  exam  does  not  remove 
the  fear  of  it. 

6  For  some  teenagers  another  barrier  to  increased 
use  of  contraceptive  methods  in  general  is  cost.  When 
informed  that  most  methods  of  birth  control  cost  between 
$5.00  a  month  and  $20.00  a  month,  one-third  of  all  teen- 
agers (33%)  say  this  is  too  much  for  them  to  pay.  While 
only  a  minority  of  all  teenagers  cite  cost,  they  include  a 
disproportionate  number  of  those  who  are  most  at  risk: 
35%  of  black  teenagers  and  40%'  of  Hispanic  teenagers. 

7  An  additional  barrier  to  increased  use  of  birth  con- 
trol is  misinformation  about  the  effectiveness  and  side 
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effects  of  various  methods.  For  instance,  39%  of  teen- 
agers think  that  condoms  are  ineffective  in  preventing 
pregnancy,  or  don't  know.  Seventeen  percent  think  that 
withdrawal  works  well  in  preventing  pregnancy.  Of  more 
than  a  dozen  side  effects  of  the  pill  mentioned  by  teen- 
agers, those  cited  second  and  third  most  frequently  were 
that  it  causes  cancer  (12%)  and  causes  sterility  (11%), 
neither  of  which  is  true. 

8  A  further  barrier  to  increased  use  of  birth  control 
is  accessibility  or  perceived  inaccessibility.  One  way  to 
increase  accessibility  would  be  to  establish  school-linked 
clinics  where  contraceptives  could  be  obtained.  Forty 
percent  of  teenagers  endorse  this  idea.  Somewhat  more 
say  that  the  clinic  should  be  located  close  to  the  school 
(28%)  rather  than  inside  the  school  (12%),  perhaps  to 
ensure  the  confidentiality  that  they  ranked  as  the  number 
one  step  needed  to  increase  use  of  birth  control.  Thirty- 
one  percent  of  all  teenagers  think  their  own  school  needs 
such  a  clinic.  These  percentages  are  even  higher  among 
the  groups  for  which  access  to  contraception  is  most 
likely  to  be  important.  For  instance,  a  majority  of  those 
who  are  sexually  active  favor  the  idea  of  school-linked 
clinics,  as  do  a  majority  of  black  teenagers. 


9  If  pregnancy  prevention  fails,  then  abortion  remains 
as  an  option  that  teenagers  want,  on  balance,  to  keep 
open  as  a  possibility.  Like  adult  Americans,  teenage 
Americans  have  mixed  feelings  on  this  subject,  but  on 
balance  they  favor  the  availability  of  abortion  by  a  47% 
to  40%  ratio.  The  ambivalence  that  this  reflects  means 
that  most  teenagers  do  not  look  to  abortion  as  the  easy 
way  out  of  an  unwanted  pregnancy  or  as  any  reason  to 
neglect  birth  control  in  the  first  place.  Pregnancy  pre- 
vention remains  the  first  priority. 

10  Finally,  it  would  be  very  helpful  to  increase  the 
number  of  teenagers  who  realize  they  have  a  lot  at  stake 
and  a  lot  to  lose  by  being  involved  in  an  unintended  preg- 
nancy. The  survey  shows  that  most  teenagers  have  high 
hopes  for  their  careers  and  that  teenagers  overwhelm- 
ingly (94%)  believe  that  they  will  succeed  in  life  if  they 
work  hard.  The  survey  also  shows  that  those  who  ob- 
jectively have  the  most  to  lose  do  use  birth  control  more 
frequently.  What  is  needed,  then,  is  for  more  teenagers 
to  understand  that  connection:  how  being  involved  in  an 
unintended  pregnancy  can  interfere  with  their  hopes  and 
dreams  for  success  in  their  lives.  ■ 


A  Local  Project  To  Reduce  Teen  Pregnancy 


PAULINE  FRAZIER 
Assistant  Executive  Director,  Durham  YWCA 


The  Durham  YWCA  is  spearheading  a  project  that  will  use  several 
creative  approaches  to  this  problem. 


Children  having  children  has  become  a  major  prob- 
lem across  the  nation,  including  our  own  North 
Carolina.  The  incidence  of  pregnancy  among  ad- 
olescents has  risen  steadily  in  the  past  two  dec- 
ades. Unfortunately,  the  problem  does  not  stop  there. 
It  results  in  an  increase  of  school  dropouts,  teen  suicide, 
deaths  at  birth,  and  other  serious  medical  and  psycho- 
social problems.  The  Durham  Young  Women's  Christian 
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Association  (YWCA)  along  with  three  other  local  orga- 
nizations is  undertaking  a  project  that  will  work  directly 
with  teenagers  to  test  methods  for  reducing  the  number 
of  teen  pregnancies. 


The  Problem  Nationwide 

Nationally,  one  in  ten  adolescent  girls  become  pregnant 
each  year;  four  out  of  ten  will  become  pregnant  once  in 
their  teens;  two  out  of  ten  vnll  give  birth;  one  out  of 


seven  will  have  an  abortion;  and  one  in  ten  pregnant  teens 
will  commit  suicide.  Pregnancy  is  the  reason  most  often 
cited  by  female  teenagers  for  dropping  out  of  school. 
Eight  out  of  ten  women  who  first  become  mothers  at  age 
17  or  younger  never  complete  high  school. 

Compared  to  women  who  become  pregnant  in  their 
20s,  teenage  mothers  are  less  likely  to  be  in  the  labor 
force  and  more  likely  to  be  on  welfare,  in  part  because 
the  many  who  drop  out  of  school  tend  to  be  unskilled. 
While  teenagers  become  pregnant  in  increasingly  alarm- 
ing numbers,  cutbacks  in  the  very  service  programs  they 
are  likely  to  need  assure  a  larger  generation  destined  for 
poverty. 


The  Problem  in  Durham 

The  situation  in  Durham  County  is  a  reflection  of  the 
national  picture.  The  county  now  ranks  fifth  in  teen  preg- 
nancy rate  among  the  state's  100  counties. 

In  Durham,  in  1984,  53  of  the  5,490  girls  between  the 
ages  of  10  and  14  reported  pregnancies.  They  had  37 
induced  abortions  and  16  live  births.  Eleven  percent  (711) 
of  the  6,417  teenage  girls  between  the  ages  of  15  and 
19  became  pregnant.  They  had  431  induced  abortions, 
276  live  births,  and  4  fetal  deaths. ' 

There  was  little  or  no  reduction  in  maternal  and  child 
health  (MCH)  risk  factors  over  1983.  The  latest  data 
reveal  that  among  teens  15  to  19  years  old,  13.6%  of 
those  delivering  had  low  birth  weight  babies  (5  lb  8  oz 
or  less).  This  compares  unfavorably  with  deliveries  to 
those  15  to  44,  in  whom  the  low  birth  weight  rate  was 
9.7%.  Similarly,  15-  to  19-year-old  mothers  had  received 
late  or  no  prenatal  care  in  43.6%  of  the  cases,  compared 
to  only  17.7%  for  those  15  to  55  years  of  age.  Fully 
93.2%  of  the  mothers  aged  15  to  19  had  one  or  more 
MCH  risk  factors. 

Although  the  problem  of  teen  pregnancy  is  very  real 
there  have  been  few  comprehensive  strategies  for  ad- 
dressing it. 


The  Project 

An  integrated  project  is  underway  in  Durham  involving 
the  Durham  YWCA,  the  Coalition  for  the  Prevention  of 
Adolescent  Pregnancy,  the  Center  for  Creative  Health 
Education  at  North  Carolina  Central  University  (NCCU), 
and  the  Department  of  Health  Education  of  NCCU.  The 
project  was  funded  by  the  Z.  Smith  Reynolds  Foundation. 

Each  of  these  four  components  will  accomplish  the 
following  objectives. 

The  Durham  YWCA  Role  Models  Program.  This  com- 
ponent seeks  to  reduce  the  number  of  teen  pregnancies 
by  providing  each  of  100  teen  participants  with  an  adult 


role  model  who  acts  as  mentor,  teacher,  confidante,  and 
skills  developer.  The  adults  will  create  opportunities  for 
teens  to  learn  skills  in  goal-setting,  time  management, 
and  personal  growth.  A  staff  person  will  train  the  adults 
in  counseling  and  crisis  intervention. 

Coalition  for  the  Prevention  of  Adolescent  Pregnancy. 
Organized  seven  years  ago,  the  Coalition  has  21  mem- 
bers, including  Durham  City  and  County  Schools,  the 
County  Health  Department,  the  Neighborhood  Health 
Center,  and  the  PTA  Council.  The  Coalition  will  conduct 
parent  seminars  to  form  parent  support  groups,  improve 
communication  skills,  explore  attitudes,  and  deepen  an 
understanding  of  the  root  causes  of  teen  parenthood.  A 
seminar  program  will  target  50  adults  initially,  but  will 
expand  to  reach  churches,  educators,  health  and  social 
services,  PTAs,  etc. 

Center  for  Creative  Health  Education.  Established  in 
January,  1986  with  a  grant  from  Z.  Smith  Reynolds,  the 
Center  has  produced  nine  programs  on  such  issues  of 
concern  to  adolescents  as  teen  pregnancy,  alcohol,  drugs, 
toxic  waste,  suicide,  and  apartheid.  The  programs  or- 
ganize teen  production  teams  for  drama,  video,  slides, 
music,  and  combinations  of  these  media  to  be  presented 
to  schools,  PTAs  and  community  groups  (one  program 
was  taped  by  the  local  cable  station  as  part  of  a  television 
special).  The  Center  will  use  the  same  strategies  to  de- 
velop programs  on  the  root  causes  of  low  self-esteem 
and  on  the  consequences  and  causes  of  teen  pregnancy 
and  adolescent  health  problems,  and  to  enhance  critical 
thinking  skills,  decision-making  and  communication  skills. 
The  Center  will  shift  from  NCCU  to  the  Durham  YWCA 
under  this  project. 

NCCU  Department  of  Healtii  Education.  The  Depart- 
ment will  continue  a  Black  male  teen  pregnancy  project 
which  operated  last  year.  Identifying  57  Black  adolescent 
boys  who  are  opinion  leaders  and  50  Black  fathers  of 
children  whose  mothers  are  Black  teens,  the  project  will 
use  organized  discussion  sessions  to  orient  participants 
to  the  root  causes  of  the  problem,  broaden  knowledge, 
heighten  awareness  of  sexuality,  and  formulate  strategies 
to  prevent  adolescent  pregnancy.  A  Hotline  will  also  be 
implemented  at  NCCU.  The  adult  group  will  focus  on  job 
and  training  opportunities  as  well  as  fulfilling  a  role  as 
counselors. 

Through  education,  role  model  counseling,  skill  de- 
velopment, employment,  and  self-esteem  building,  the 
project  will  work  to  reduce  significantly  the  number  of 
Durham  teens  who  find  themselves  caught  in  the  web  of 
pregnancy  and  its  resulting  problems.  ■ 


Reference 
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Beware  the  Devilfish 

stingray  Envenomation 


HARRY  H.  SUMMERLIN,  JR.,M.D. 


Sculling  in  the  loose  sediment  of  our  coastal  waters, 
sounds,  brackish  backwaters  and  river  mouths 
there  lies  a  non-aggressive  but  venomous  marine 
animal,  the  stingray;  known  since  the  time  of 
Aristotle  as  the  devilfish. 

Rays  range  in  size  from  several  inches  up  to  12  by  6 
feet.  Most  of  the  seven  species  in  the  Atlantic  Ocean  are 
small,  up  to  12  by  18  inches.  They  are  found  lying  on 
top  of  the  sand  or  partially  submerged  with  only  the  eyes, 
spine  and  part  of  the  tail  exposed.  They  are  scavengers 
and  bottom  feeders,  feeding  upon  worms,  moUusks  and 
crustaceans. ' 

Stingray  "attacks,"  about  2,000  per  year  in  the  United 
States,-  are  purely  defensive.  While  wading  in  the  shal- 
lows the  unwary  victim  steps  upon  the  devilfish  and  re- 
flexly  the  powerful  tail,  bearing  one  to  four  stingers, 
whips  upward.  The  sharp  caudal  spine  is  thrust  into  the 
foot  or  leg  of  the  victim,  producing  a  jagged  puncture 
wound  or  a  laceration  and  releasing  venom  into  the  wound. 


Effects 

The  intense,  searing,  aching,  deep  pain  quickly  travels 
throughout  the  local  tissues  and  spreads  centrally.  The 
retroserrated  teeth  and  the  powerful  strike  which  can 
penetrate  shoes,  wet  suits,  flippers  and  even  wooden 
boats,  produces  significant  lacerations,  depositing  the 
stinger  and  venom  sacs  into  the  victim.  Secondary  bac- 
terial infection  is  common.  Fatalities  have  been  reported, 
mostly  in  children  secondary  to  intra-abdominal  thoracic 
trauma. 

The  phosphodiesterase  and  serotonin-like  substances 
produce  pain  that  may  last  for  up  to  48  hours.  Systemic 
manifestations  may  include  generalized  weakness,  nau- 
sea, vomiting,  diaphoresis,  vertigo,  syncope,  headache, 
tachycardia,  muscle  cramps,  fasciculations,  paralysis,  hy- 
potension, dysrhythmias  and  even  death. 


From  944  Tunnel  Road,  Asheville  28805. 


Treatment 

The  treatment  is  immediate  local  cleansing  with  saline  or 
sea  water,  then  soaking  in  hot  water  to  tolerance  (115- 
120°F)  for  30  to  90  minutes  to  relieve  the  pain  and  to 
attenuate  the  heat  labile  venom.  Other  heat  labile  venoms 
are  produced  by  sea  urchins,  scorpion  fish,  and  catfish.^ 

Cryotherapy  is  disastrous  and  there  are  no  data  to 
support  the  use  of  antihistamines  or  steroids. '  Pain  con- 
trol with  narcotics  may  be  necessary  if  there  are  no  con- 
traindications. Local  infiltration  with  1%  Lidocaine  with- 
out epinephrine  may  give  some  pain  relief. 

Many  times  it  is  necessary  that  the  devilfish  spine  be 
surgically  excised.  Tetanus  prophylaxis  is  standard.  Many 
consider  prophylactic  antibiotics  with  penicillin,  first-gen- 
eration cephalosporins,  or  trimethoprim-sulfamethoxa- 
zole to  be  indicated. 

The  best  preventive  technique  against  devilfish  stings, 
if  one  must  be  wading  in  shallow  waters,  is  to  shuffle 
along  to  frighten  off  the  shy,  non-aggresive  creature. 

In  summary,  envenomation  by  a  stingray  requires 
prompt  cleansing,  soaking  in  hot  water,  pain  relief  with 
narcotics  and/or  1%  Lidocaine  infiltration,  excision  of  the 
retroserrated  stinger,  tetanus  prophylaxis  and  antibiotics 
for  secondary  infection.  ■ 
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SPECIAL        ARTICLE 


Physician  Assistants  in  Nortli 
Carolina,  1986 

A  Report  of  a  Survey  Sponsored  by  the  North  Carolina 
Academy  of  Physician  Assistants 


Dean  L.  IVIinton,  PA-C,  David  M.  Coniglio,  PA-C, 
Jerry  A.  Heath,  PA-C,  Jeffrey  A.  Katz,  PA-C, 
Wayne  W.  Vonseggen,  PA-C 


In  May  1 984  the  North  Carolina  Medical  Journal  published 
the  results  of  a  survey  of  physician  assistants  in  this  state 
(Vonseggen  WW  and  Bolles  JF;45:304-8).  This  survey  was 
conducted  by  the  North  Carolina  Academy  of  Physician 
Assistants  (NCAPA)  in  1982  and  gathered  data  on  statistics, 
practice  sites,  salaries  and  related  compensations,  super- 
vision models,  and  issues  of  concern  to  physician  assistants 
and  their  employers.  In  1986  the  Public  Education  Com- 
mittee of  the  NCAPA  conducted  another  survey  following 
a  similar  format.  The  purpose  was  to  determine  the  present 
status  of  the  profession  in  North  Carolina  and  to  document 
significant  changes. 


Demographics 

A  75-question  survey  form  was  mailed  in  May  1986  to  600 
physician  assistants  in  North  Carolina.  This  included  all  PAs 
registered  with  the  N.C.  Board  of  Medical  Examiners 
(NCBME)  and  other  physician  assistants  who  are  members 
of  the  state  Academy  but  not  required  to  register  with  the 
NCBME  (those  not  in  clinical  positions  and  those  employed 
by  federal  agencies  such  as  the  Veterans  Administration). 
Three  hundred  ten  returns  were  received  (52%). 

This  is  less  than  the  60%  return  in  1982,  but  it  is  more 
interesting  to  note  that  the  survey  was  mailed  to  only  406 
PAs  in  1982.  There  has  been  a  48%  increase  in  the  number 
of  physician  assistants  in  North  Carolina  in  the  four  years 
between  1982  and  1986. 

A  significant  trend  is  in  the  male/female  ratio.  In  1982 
70%  of  North  Carolina  PAs  were  men  and  30%  women.  In 


From  the  Public  Education  Committee,  North  Carolina  Academy 
of  Physician  Assistants,  209  Shenandoah  Drive,  Winston-Salem 
27103-5351. 


1986  the  ratio  shows  a  move  toward  parity  with  58%  men 
and  42%  women.  Those  reporting  that  they  have  been  work- 
ing as  PAs  less  than  two  years  are  divided  72%  women  and 
28%  men.  Of  those  working  from  two  to  four  years,  51% 
are  women  and  49%  men,  figures  further  indicating  a  trend 
toward  a  larger  percentage  of  female  PAs  entering  the  work- 
force. The  trend  in  PA  program  enrollment  also  demon- 
strates a  shift  toward  the  predominance  of  women.  In  the 
five-year  period  1982-1986  the  Bowman  Gray  Physician 
Assistant  program  enrolled  193  students  of  whom  80  (41%) 
were  men  and  113  (59%)  were  women.  This  program  is 
typical  of  the  trend  in  most  of  the  programs  throughout  the 
nation. 

There  is  still  a  predominance  of  Caucasians  in  the  profes- 
sion (94%)  with  only  4%  black  and  2%  others.  There  is 
also  a  trend  toward  older  persons  in  the  profession.  In  1982 
the  average  age  of  PAs  was  33.4  years.  In  1986  81%  are 
over  30  while  only  19%  are  under  30  years  of  age. 

Ninty-one  percent  are  graduates  of  a  program  of  24  or 
more  months'  duration.  Two  percent  have  had  specialty 
training  beyond  the  basic  program. 

Ninety-two  percent  are  certified  by  the  National  Com- 
mission on  Certification  of  Physician  Assistants  (an  increase 
of  1%  since  1982),  even  though  the  NCBME  in  1983  dropped 
certification  as  a  requirement  for  registration.  Among  those 
who  have  been  working  six  or  more  years  and  so  have  had 
to  take  the  comprehensive  examination  for  recertification 
with  the  National  Commission,  90%  of  respondents  are 
certified.  PAs  and  their  practices  apparently  consider  cer- 
tification an  important  aspect  of  the  profession  although  it 
is  not  a  legal  requirement  for  practice  in  the  state.  It  is 
interesting  that  70%  of  those  responding  feel  passing  the 
National  Commission  examination  should  be  mandatory  for 
registration. 

Membership  in  professional  organizations  continues  to 
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increase.  In  1982  76.5%  of  respondents  were  members  of 
the  American  Academy  of  Physician  Assistants  (AAPA), 
and  53.4%  were  members  of  the  NCAPA.  In  1986  80%  are 
members  of  the  AAPA,  64%  are  members  of  the  NCAPA, 
and  3 1  %  are  members  of  a  regional  PA  group  within  North 
Carolina.  No  intrastate  regional  groups  were  in  existence  in 
1982.  There  are  now  regional  chapters  chartered  by  the 
NCAPA  in  Hickory.  Greensboro.  Winston-Salem,  and  the 
Lumberton/Whiteville/Wilmington  area,  and  groups  are 
being  organized  in  Asheville  and  in  the  Triangle  (Raleigh. 
Durham  and  Chapel  Hill).  An  increasing  number  of  PAs 
have  their  dues  in  professional  organizations  paid  by  their 
employers:  43%  in  1982  and  50%  in  1986. 


Practice  and  Employment 

There  appears  to  be  more  stability  in  employment  in  1986 
than  was  reported  in  1982.  The  average  time  in  practice  in 
1982  was  five  years.  Fifty-six  percent  of  PAs  in  1986  have 
worked  more  than  five  years.  Thirty-nine  percent  have  been 
in  their  present  positions  more  than  four  years.  Thirty-six 
percent  have  had  only  one  job  and  34%  have  had  two. 
Nineteen  percent  have  had  three  employers.  There  is  very 
little  change  in  these  statistics  since  1982. 

This  study  shows  that  57%  of  PAs  are  practicing  in  lo- 
cations with  populations  greater  than  50,000,  while  only 
6%  are  in  those  with  less  than  5,000.  This  is  consistent  with 
national  trends  as  reported  by  federal  agencies.  When  the 
profession  was  established  in  1965  it  was  seen  as  an  answer 
to  the  problem  of  providing  medical  care  to  such  under- 
served  locales  as  remote  and  rural  communities  as  well  as 
inner-city  sites.  As  more  PAs  have  found  employment  in 
specialty  practices  they  have  moved  to  the  urban  locations 
of  those  practices.  However,  the  number  of  PAs  in  under- 
served  areas,  according  to  a  recent  U.S.  Department  of 
Health  and  Human  Services  Report,  is  proportionately  higher 
than  that  of  physicians. 

The  general  type  of  practice  employing  North  Carolina 
PAs  is  compared  in  the  following  table: 


Family  Practice 
Internal  Medicine 
Emergency  Medicine 
Surgery 
Other 


1982 

24%  (59) 
14%  (34) 
10.7%  (26) 
18.5%  (45) 
32.5%  (79) 


1986 
19%  (59) 
14%  (42) 
7%  (22) 
17%  (52) 
43%  (131) 


The  "other"  category  includes  such  practice  sites  as  psy- 
chiatry, occupational  medicine.  OB/GYN,  health  clinics, 
and  institutional  care  (educational,  research,  house  stafO- 
The  practice  employer  configuration  is  as  follows: 


Group  Practice  25%  (65)     19%  (54) 

Hospital  27.4%  (65)  29%  (84) 

Other  (HMO,  Industry,  Educational)  19%  (45)     25%  (73) 

The  only  significant  change  is  in  the  "other"category  re- 
flecting the  increased  utilization  of  PAs  in  occupational 
medicine  and  the  growing  number  of  Health  Maintenance 
Organizations  (HMOs). 

There  is  essentially  no  change  in  the  percentage  (63%) 
of  physician  assistants  employed  in  positions  described  as 
mostly  primary  care.  Most  PAs  have  multiple  areas  of  re- 
sponsibility in  their  jobs.  When  PAs  were  asked  to  describe 
their  principle  function.  97%  reported  that  they  have  clinical 
responsibilities.  30%  administration.  33%  teaching,  and  15% 
research.  This  reflects  a  major  expansion  in  the  utilization 
of  PAs  in  responsibilities  beyond  the  clinical. 

Sources  of  funding  compare  as  follows: 


1982 

1986 

Private 

52%  (123) 

46%  (140) 

State 

19%  (46) 

18%  (55) 

Federal 

7.6%  (18) 

10%  (32) 

Corporation 

16.5%  (39) 

10%  (32) 

Other 

3.8%  (9) 

16%  (47) 

Solo  MD 

Two  MD  Partnership 


1982  1986 

22%  (54)     21%  (62) 
6.8%  (16)    6%  (16) 


"Other"  includes  educational  institutions  and  reflects  the 
most  significant  change.  Three  of  the  four  medical  schools 
in  the  state  have  significantly  increased  the  number  of  phy- 
sician assistants  on  their  clinical  and  research  staffs  over 
the  past  four  years. 


Compensation  and  Benefits 

In  1982  the  reported  average  base  salary  (not  including 
fringe  benefits)  for  all  PAs  responding  was  $22,436.  In  1986 
63%  reported  base  salaries  greater  than  $25,000.  with  30% 
earning  more  than  $30,000.  The  higher  salaries  are  paid 
most  often  to  PAs  in  surgical  practices:  46%  earn  over 
$30,000.  Thirty-six  percent  of  emergency  medicine  PAs 
earn  more  than  $30,000,  and  33%  of  those  in  the  "other" 
category  report  salaries  greater  than  $30,000.  Of  PAs  in 
internal  medicine  practices.  31%  earn  more  than  $30,000 
and  64%  earn  more  than  $25,000.  Family  practice  PAs 
report  salaries  as  follows:  $20,000  to  $24,999  —  47%; 
$25,000  to  $29,999  —  25%;  and  $30,000  or  more  —  22%. 
The  scales  by  practice  remain  unchanged,  but  salanes  have 
increased  generally  by  more  than  30%  in  the  past  four  years. 
Eleven  PAs  (seven  women  and  four  men)  reported  that  they 
work  at  their  professional  jobs  on  a  part-time  basis  (20  hours 
or  less  per  week).  Of  these,  four  women  and  two  men 
reported  their  salaries  to  be  in  the  $10,000  to  $14,999  range. 
Two  women  said  their  salaries  were  $20,000  to  $24,999. 
Surprisingly,  two  men  PAs  working  part-time  said  that  their 
salaries  were  $30,000  or  higher.  Salary  ranges  appear  to  be 
higher  for  men  than  for  women,  with  54%  of  women  earning 
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1982 

1986 

54% 

51% 

27% 

16% 

53% 

50% 

25% 

30% 

16% 

15% 

39% 

40% 

50% 

45% 

22% 

23% 

78% 

78% 

43% 

50% 

46% 

50% 

86% 

80% 

53% 

50% 

90% 

92% 

81% 

90% 

less  than  $25,000  while  only  23.6%  of  men  were  in  this 
range.  This  may  be  partially  due  to  the  shorter  time  most 
women  PAs  have  been  working. 

Fringe  benefits  provided  to  PAs  compare  in  the  two  sur- 
veys as  follows: 


Life  insurance  (no  charge) 

Life  insurance  (group  rate) 

Personal  health  insurance  (no  charge) 

Personal  health  insurance  (reduced  charge) 

Family  health  insurance  (no  charge) 

Family  health  insurance  (reduced  charge) 

Disability  insurance  paid  by  employer 

Profit  sharing 

Allotment  for  CME  paid  by  employer 

Professional  organization  dues 

Recertification  fees 

Malpractice  coverage 

Pension  plan,  IRA,  long-term  investments 

Time  off  to  attend  CME  events 

Do  not  use  vacation  time  for  CME  events 


While  there  are  differences  of  a  few  percentage  points  in 
some  categories,  most  of  these  fringe  benefits  in  1986  are 
very  similar  to  those  reported  in  1982. 

In  1986  23%  of  PAs  had  written  contracts  with  their 
employers.  However,  84%  recommended  written  contracts 
between  PAs  and  their  employers.  These  figures  are  about 
the  same  as  those  reported  in  1982. 

Even  though  salaries  have  generally  improved  over  the 
past  four  years,  39%  of  the  PAs  responding  said  they  needed 
a  second  job  to  provide  sufficient  income  to  meet  their 
needs.  In  1982  43.5%  reported  a  need  for  a  second  job. 


Supervision 

All  physician  assistants  must  be  registered  to  a  primary 
supervisor  with  the  Board  of  Medical  Examiners.  This  phy- 
sician is  the  person  responsible  for  services  provided  by  the 
PA.  In  group  practices  there  may  be  additional  physicians 
designated  as  back-up  supervisors.  These  must  also  be  reg- 
istered with  the  Board. 

The  following  table  shows  a  comparison  of  supervisors 
in  1982  and  1986: 


One  supervising  physician 
Two  supervising  physicians 
Three  supervising  physicians 
Four  supervising  physicians 
Five  or  more  supervisors 


1982 

31.5%  (76) 
24%  (58) 
11.6%  (28) 
9.1%  (22) 
22%  (53) 


1986 

30%  (86) 
18%  (53) 
14%  (39) 
12%  (35) 
26%  (75) 


1982 

1986 

54% 

62% 

10% 

11% 

10% 

11% 

33% 

16% 

The  way  a  physician  assistant  is  supervised  has  always  been 
a  concern.  Forty-seven  percent  have  their  supervising  phy- 


sician on  site  all  the  time.  Thirty-four  percent  have  the 
physician  on  site  50%  of  the  time,  and  14%'  less  than  50% 
of  the  time.  Only  5%  have  their  supervisor  on  site  one  day 
each  week.  In  1982  60%'  reported  full-time  supervision. 
18%  half-time,  12%  less  than  half  of  the  time,  and  3%  on 
site  only  one  day  each  week. 

The  following  table  compares  the  method  of  supervision: 


Daily  chart  review  by  MD 
Weekly  chart  review  by  MD 
Sporadic  chart  review 
Phone  consultation  as  needed 


This  demonstrates  a  trend  toward  a  level  of  supervision  more 
consistent  with  recommendations  of  the  Board  of  Medical 
Examiners.  PAs  appear  to  be  generally  satisfied  with  the 
degree  of  supervision  (88%).  Six  percent  feel  they  get  too 
little  supervision.  4%  too  much,  1%  too  strict,  and  1%  have 
personality  conflicts  that  interfere  with  effective  supervi- 
sion. Ninety-five  percent  of  respondents  report  a  satisfactory 
relationship  with  their  supervising  physicians. 


Issues 

In  1982  physician  assistants  were  asked  to  express  opinions 
on  issues  of  concern  to  the  profession  at  that  time.  Some 
of  those  issues  remain  current  concerns.  We  attempted  to 
update  questions  to  reflect  concerns  about  the  future  of  the 
profession  in  light  of  a  projected  physician  surplus.  Seven 
statements  were  given  and  respondents  were  asked  to  answer 
with  their  personal  attitudes.  "I  am  concerned  about  the 
longevity  of  the  PA  profession"  brought  a  62%  positive 
response  and  32%  negative  (6%'  uncertain).  "The  projected 
surplus  of  physicians  will  have  a  negative  impact  on  PAs" 
brought  nearly  equal  responses:  44%  agreed,  45%  disa- 
greed, and  11%  were  uncertain.  "There  is  little  vertical 
mobility  within  the  PA  profession":  74%'  agreed,  20%  dis- 
agreed, and  5%  were  uncertain.  "I  am  satisfied  with  my 
decision  to  enter  the  PA  profession":  82%  agreed.  10% 
disagreed,  and  8%  were  uncertain.  "I  am  satisfied  with  the 
current  mechanism  of  PA  certification":  70%  agreed,  26% 
disagreed  and  4%  were  uncertain.  "I  am  satisfied  with  the 
current  mechanism  of  PA  re-certification":  21%  agreed, 
67%  disagreed,  and  11%  were  uncertain.  "PAs  should  be 
more  autonomous  in  their  roles  in  clinical  practice":  37% 
agreed.  51%  disagreed  and  12%  were  uncertain. 

The  change  in  utilization  of  physician  assistants  from 
principally  primary  care  practices  to  specialties  and  sub- 
specialties has  given  rise  to  some  of  the  dissatisfaction  with 
the  re-certification  process.  Examinations  are  general  in  na- 
ture and  oriented  to  primary  care.  The  majority  agree  this 
is  a  good  method  for  initial  certification.  Because  so  many 
PAs  are  employed  in  specialty  and  subspecialty  practices, 
the  primary-care-oriented  examination  employed  by  the  Na- 
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tional  Commission  on  Certification  of  Physician  Assistants 
is  viewed  by  many  PAs  to  be  inadequate  (and  unfair)  for 
testing  professional  competence. 

It  appears  that  the  majority  of  North  CaroUna  PAs  are 
satisfied  with  their  dependent  practitioner  role  which  has 
been  frequently  restated  as  policy  by  the  AAPA. 

An  improved  climate  of  acceptance  of  physician  assistants 
by  the  medical  community  of  North  Carolina  is  reflected  in 
the  current  estimation  of  employment  opportunities  for  PAs 
as  compared  to  three  years  ago.  The  following  compares 
responses: 


Much  better 
Slightly  better 
About  the  same 
Slightly  worse 
Much  worse 


1982 

9.4% 

21.4% 

33.5% 

23.7% 

12.1% 


1986 

13% 
26% 
46% 
12% 
3% 


In  1982  20%  reported  encountering  active  opposition  to  the 
PA  profession,  but  only  12%  reported  such  encounters  in 
1986. 

One  interesting  aspect  of  continuing  training  which  was 
not  reported  in  1982  concerns  cardiopulmonary  resuscitation 
(CPR)  and  Advanced  Cardiac  Life  Support  (ACLS)  certi- 
fication. Ninety-nine  percent  reported  having  CPR  training 
and  45%  are  current.  Fifty  percent  of  the  PAs  responding 
have  had  ACLS  training  and  15%  hold  current  ACLS  certi- 
fication. 

PAs  appear  to  continue  to  be  interested  in  all  levels  of 
medical  concerns.  Ninety-one  percent  reported  their  primary 
supervising  physician  to  be  a  member  of  the  North  Carolina 
Medical  Society.  This  is  a  notable  increase  from  the  78% 
reported  in  1982.  Seventy-four  percent  of  responding  PAs 
said  they  would  join  the  Medical  Society  as  Associate  Mem- 
bers if  given  the  opportunity,  compared  to  81%  in  1982. 
Perhaps  the  efforts  of  the  NCAPA  to  establish  regional 
chapters  and  thus  increase  the  availability  of  continuing 
medical  education  has  lessened  the  urgency  of  need  for 
affiliation  with  the  Society. 

Physician  assistants  continue  to  feel  that  the  NC  Board 
of  Medical  Examiners  should  have  a  formal  advisory  com- 
mittee to  assist  in  all  matters  pertaining  to  PAs  (96%  of 
responders),  and  overwhelmingly  agree  that  such  a  com- 


mittee should  be  composed  of  a  combination  of  PAs,  su- 
pervising physicians,  and  representatives  from  the  two  PA 
training  programs  in  North  Carolina.  It  is  good  to  note  that 
in  the  past  two  years  informal  meetings  have  been  taking 
place  between  the  Board  of  Medical  Examiners  and  the 
Board  of  Directors  of  the  North  Carolina  Academy  of  Phy- 
sician Assistants.  These  have  resulted  in  improved  com- 
munications in  both  directions  and  mutually  beneficial  ex- 
change. 


Summary 

The  1986  NCAPA  Survey  confirms  that  the  physician  as- 
sistant profession  is  a  rapidly  growing,  highly  effective, 
essential  element  in  medical  care  in  the  State  of  North  Car- 
olina. Not  only  has  the  number  of  PAs  practicing  grown  by 
48%  in  the  past  four  years,  but  acceptance  of  the  concept 
and  role  of  the  PA  is  widespread  among  all  aspects  of  the 
medical  community  of  the  state  —  consumers  and  providers 
alike.  There  are  definite  changes  in  the  ways  PAs  are  being 
utilized,  necessitated  by  changes  in  delivery  systems,  ad- 
vances in  technology,  and  reimbursement  by  Medicare  for 
services  provided  by  PAs  in  certain  settings.  Action  by  the 
99th  U.S.  Congress  authorized  that  effective  January  1, 
1987,  the  practices  employing  PAs  could  be  reimbursed  by 
Medicare  for  services  provided  by  physician  assistants  in 
nursing  homes,  in  hospitals  and  in  surgery.  This  action  has 
greatly  increased  the  potential  utilization  of  PAs  in  geriatric 
medicine. 

The  results  of  the  survey  also  point  out  areas  that  need 
further  effort  to  improve.  These  include  better  modes  of 
supervision,  increased  compensation  appropriate  to  higher 
educational  standards,  and  increased  professional  expecta- 
tions. It  is  hoped  that  the  data  gathered  will  be  helpful  to 
physicians  who  may  be  considering  hiring  physician  as- 
sistants. 

Further  information  may  be  obtained  from; 

Dean  L.  Minton,  B.A..  M.Div.,  PA-C 

Chairman,  Public  Education  Committee 

North  Carolina  Academy  of  Physician  Assistants 

209  Shenandoah  Drive 

Winston-Salem  27103-5351 
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Introducing  the  Reynolds  and  Reynolds 
Pledge  of  Satisfaction. 
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sure  we  had  the  best  medical  practice  management  system  on  the  market 
Only  Reynolds  +  Reynolds,  a  Fortune  S0(1  company  with  over  20  years 
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chlordiazepoxide  HCI/ Roche 
5-mg,  10-mg.  25-mg  capsules 
Before  prescribing,  please  consult  complete 
product  intormation.asummoryot  which  follows: 
Indicotions:  Management  oi  anxiety  disorders, 
short-term  relief  ot  anxiety  symptoms,  acute  alcohol 
withdrawal  symptoms,  preoperative  apprehension 
and  anxiety  Usually  not  required  for  anxiety  or 
tension  associated  with  stress  ot  everyday  lite  Effi- 
cacy beyond  four  months  not  established  by  sys- 
tematic clinical  studies  Periodic  reassessment  of 
therapy  recommended. 

Contraindications;  Known  hypersensitivity  to  the 
drug 

Warnings;  Worn  patients  that  mental  and/or  physical 
abilities  required  for  tasks  such  as  driving  or  operat- 
ing machinery  may  be  impaired,  as  may  be  mental 
alertness  in  children,  and  that  concomitant  use  with 
alcohol  or  CNS  depressants  may  have  on  additive 
effect  Though  physical  and  psychological  depen- 
dence have  rarely  been  reported  on  recom- 
mended doses,  use  caution  m  administering  to 
addiction-prone  individuals  or  those  who  might 
increase  dosage  Withdrawal  symptoms  [including 
convulsions)  reported  after  abrupt  cessation  of 
extended  use  ot  excessive  doses  ore  similar  to  those 
seen  with  barbiturates  fvlilder  symptoms  reported 
infrequently  when  continuous  therapy  is  abruptly 
ended  Avoid  abrupt  discontinuation,  grodually 
toper  dosage 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  the  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malformations 
as  suggested  in  several  studies  Consider 
possibility  of  pregnancy  when  instituting 
therapy;  advise  patients  to  discuss  therapy 
if  they  intend  to  or  do  become  pregnant. 
Precautions:  in  the  elderly  and  debilitated,  and  in 
children  over  six.  limit  lo  smallest  effective  dosage 
(initially  10  mg  or  less  per  day)  to  preclude  otoxia  or 
oversedation,  increasing  gradually  os  needed  and 
tolerated.  Not  recommended  in  children  under  six. 
Though  generoily  not  recommended,  if  combino- 
tion  therapy  with  other  psychotropics  seems  indi- 
cated, carefully  consider  individual  pharmacologic 
effects,  particularly  in  use  of  potentiating  drugs  such 
as  MAO  inhibitors  and  phenothiazines.  Observe 
usual  precautions  in  presence  of  impaired  renal  or 
hepatic  function  Paradoxical  reactions  (e  g .  excite- 
ment stimulation  ond  acute  rage)  hove  been 
reported  in  psychiatric  patients  and  hyperactive 
aggressive  children  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of 
impending  depression,  suicidal  tendencies  may  be 
present  and  protective  measures  necessary  Vari- 
able effects  on  blood  coagulation  hove  been 
reported  very  rarely  in  patients  receiving  the  drug 
ond  oral  onticoogulonts,  causal  relotionship  has  not 
been  established  clinically  Due  fo  isolated  reports 
of  exacerbation,  use  with  caution  in  patients  with 
porphyria. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confu- 
sion may  occur,  especially  in  the  elderly  and  debili- 
tated These  aie  reversible  in  most  instances  by 
proper  dosage  adjustment  but  are  also  occasion- 
ally observed  at  the  lower  dosage  ranges  In  a  tew 
instances  syncope  has  been  reported.  Also 
encountered  are  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased 
and  decreased  libido-oli  infrequent  and  generoily 
controlled  with  dosage  reduction,  changes  in  EEG 
patterns  (low-voltage  fast  ocfivityj  may  appear 
during  and  after  treatment;  blood  dyscrosias 
(including  agranulocytosis),  laundice  and  hepatic 
dysfunction  hove  been  reported  occasionally 
making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy 
Usual  Daily  Dosage:  individualize  for  maximum 
beneficial  effects  Oral-  Adults  Mild  and  moderate 
anxiety  disorders  and  symptoms,  5  or  10  mg  t  id  oi 
q I d  severe  states,  20 or  25 mg  tid  oiqid  Geriatric 
patients  bmgbid  toq/d  [See Precautions.) 
Supplied: Librium"  [chlordiazepoxide HCI/r?oche) 
Capsules.  5  mg,  10  mg  and  25  mg-bottles  of  100 
and  500,  Tel-E-Dose'packagesof  100,  available  in 
boxes  ot  4  reverse-numbered  cdrds  of  25,  and  In 
boxes  containing  10  strips  of  10  Libritobs'  (chlor- 
diozepoxide/Roche)  Tablets.  5  mg  and  10  mg-bottles 
of  100  and  500,  25  mg-bottles  of  100  With  respect 
to  clinlcol  dctivity,  capsules  and  tablets  ore  indistin- 
guishable PI  ozse 
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LEARNING    EXPERIENCES    FROM    UNC 


Reflections  on  Infections  by  the  Sea 

Or  Another  Form  of  Seasickness 


Paul  Becherer,  M.D. 


And  I'm  never,  never  sick  at  sea! 
What,  never? 
No.  never. 
What,  never? 
Hardly,  ever! 


Sir  William  S   Gilbert 
HM-S.  Pinafore.  Act  I 


Vibrio  organisms  which  are  distributed  throughout  much  of 
the  surface  waters  of  the  world  have  for  decades  been  as- 
sociated with  gastrointestinal  illnesses.  Recently  a  group  of 
halophilic  (salt  requiring)  Vibrio  species  has  been  implicated 
in  serious  soft  tissue  infections  in  people  along  the  Atlantic 
and  Gulf  Coast  including  the  coast  of  the  Carolinas.  These 
gram  negative,  curved,  encapsulated,  flagellated  rods  such 
as  Vibrio  vulnificus.  V.  parahemolyticus,  and  V.  alginolv- 
ticus  are  common  inhabitants  of  the  coastal  waters,  thriving 
during  the  summer  and  fall  in  environments  of  relatively 
low  salinity. 

Vibrio  infections 

In  immunocompromised  patients  such  as  those  with  chronic 
liver  disease,  leukemia,  diabetes  mellitus,  and  those  re- 
ceiving steroid  therapy,  Vibrio  parahemolyticus  and  V.  vul- 
nificus have  the  ability  to  cross  the  intestinal  mucosa  and 
invade  the  blood  stream.  This  occurs  after  ingestion  of  raw, 
contaminated  filter  feeders  such  as  oysters.  Instead  of  pre- 
senting with  gastrointestinal  symptoms,  patients  so  afflicted 
develop  dramatic  chills,  fevers  followed  by  hypotension 
(30%),  and,  over  the  course  of  one  to  two  days,  cutaneous 
foci  (75%).  These  cutaneous  lesions  erupt  as  erythematous 
tender  foci  predominantly  on  the  lower  extremities  and  rap- 
idly evolve  to  vescicles  before  eventually  becoming  necrotic 
ulcers.  Cultures  are  occasionally  positive  for  the  Vibrio 
species,  and  pathology  shows  necrotizing  vasculitis  which 
leads  to  tissue  ischemia  and  bacterial  invasion.  V.  vulnificus 
has  been  demonstrated  to  make  an  exotoxin  which  is  cy- 
tolytic and  increases  vascular  permeability.  It  is  probably 
responsible  for  some  of  these  manifestations. 

From  the  Division  of  Nephrology,  the  University  of  North  Carolina 
School  of  Medicine,  Chapel  Hill  27514. 
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More  commonly,  Vibrio  infections  occur  as  a  conse- 
quence of  contamination  of  minor  wounds,  or  by  direct 
inoculation,  when  patients  are  handling  marine  life  such  as 
oysters  or  shrimp.  These  creatures  contain  10'  organisms 
per  gram  of  meat.  Erythema,  swelling,  and  ecchymosis 
quickly  develop,  with  some  infections  leading  to  necrosis 
of  the  skin  and  the  subcutaneous  fat  due  to  the  necrotising 
vasculitis.  As  noted,  those  with  underlying  disease  are  more 
likely  to  become  bacteremic  leading  to  hypotension  and 
toxicity. 

Tlierapy 

Successful  therapy  of  fulminant  disease  requires  early  rec- 
ognition of  the  possibility  of  halophilic  Vibrio  species  as  a 
potential  etiology,  and  it  requires  quick  action.  Routine 
supportive  care  with  massive  fluid  resuscitation  is  often 
needed.  Standard  mediums  such  as  MacConkey's  agar  which 
contains  sodium  chloride,  or  Thiocitrate  bile  sah  (TCBS) 
medium,  will  support  the  organism.  Since  these  organisms 
ferment  lactose,  they  may  be  disregarded  as  non-enteric 
pathogens  unless  fully  identified.  While  V.  vulnifiicus  is 
sensitive  to  penicillins,  the  other  organisms  may  be  resistant. 
Therefore  treatment  with  tetracycline  or  chloramphenicol, 
and  potentially  erythromycin  or  an  aminoglycoside,  may  be 
required. 

In  addition, surgical  debridement  and  even  amputation  of 
the  affected  limb  may  be  necessary.  Despite  appropriate 
treatment,  nearly  50%  of  those  who  become  bacteremic, 
i.e.  those  with  an  underlying  illness,  succumb.  Therefore 
those  who  are  immunocompromised  should  be  warned  about 
consumption  of  raw  seafood  and  about  unnecessary  expo- 
sure to  marine  crustaceans.  ■ 
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in  a  convenient  tablet  form 

•  Backed  by  over  15  years  of  clinical  experience 
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Eschenchia  coli.  P  mirabilis.  and  Klebsiella  sp 
Wote-Culiure  and  susceplibilily  tests  should  be  mihaieo  prior  to  and 
during  Iherapy  Renal  lunclion  slurJies  should  be  performed  when  indicated. 
Contraindication:  Kellel  is  coniraindicaled  m  patients  wiih  known  allergy 
lo  the  cephalosporin  group  ol  aniibiolics 
Warnings:  moK  CEPHALfxiN  THEMPvisiNsnruiEo  careful  iNoum  should  w 

MADE  concerning  PREVIOUS  HrPEBSENSlWirvflEACIIONS  TO  CEPHAtOSPORINS  AND 
PENICILLIN  CEPHALOSPORIN  C  DERIVATIVES  SHOULD  BE  GIVEN  &IUIIOUSLY  TO  PENICILLIN 
SENSITIVE  PATIENTS 

SERIOUS  ACUIE  HVPEHSENSITIvn  V  REACtlONS  MM  REQUIRE  EPINEPHRINE  AND  OTHER 
EMERCENCV  MEASURES 

There  is  some  clinol  and  laboratory  evidence  ol  pariial  cmss  allergen 
icily  ol  the  penicillins  and  Ihe  cephalosporins  Patients  have  been  reported 
lo  have  had  severe  reactions  (including  anaphylaxis)  lo  bolfi  drugs. 

Any  patient  who  has  demonsltaled  some  lorm  ol  allergy,  particularly  lo 
drugs,  should  receive  antibiotics  cautiously  No  exception  should  be  made 
wilh  regard  lo  Kellel 

Pseudomembranous  colilis  has  been  repotted  wilh  virtually  all  broad 
spectrum  anltbiolics  (including  macrolides,  semisynthetic  penicillins,  and 
cephalosporins).  Iherelore,  it  is  important  lo  consider  its  diagnosis  m 
paiienis  who  develop  diairhea  in  association  wilh  the  use  ol  aniiOiolics 
Such  colitis  may  range  m  sevenly  liom  mild  lo  hie  Ifirealenmg 

Treatment  with  broad  spectrum  antibiotics  alters  Ihe  normal  llora  ol  the 
colon  and  may  permil  overgrawlh  ol  Clostridia  Studies  mdicale  that  a 
toxin  produced  by  Closlndium  iJilliale  is  one  primary  cause  ol  aniibiolic 
associated  coliiis 

Mild  cases  ol  pseudomembranous  colitis  usually  respond  lo  drug  dis- 
continuance alone  In  moderate  lo  severe  cases,  management  should 
include  sigmoidoscopy,  apprapriale  bacienologic  studies,  and  lluid,  elec 
Irolyle,  and  proiem  supplementation  When  the  colilis  does  not  improve 
alter  Ihe  drug  has  been  discontinued,  or  when  it  is  severe  oral  vancomycin 
IS  Ihe  drug  ol  choice  lor  antibiolic  associated  pseudomembranous  colitis 
produced  by  C  diiiiale  Olher  causes  ol  colitis  should  be  ruled  out 

Usage  m  Pregnancy-SMy  ol  Ihis  product  lot  use  during  pregnancy 
has  not  been  established 

Precautions:  General-  Palienls  should  be  lollowed  carelully  so  that  any 
■■iji-  -'Meets  or  unusual  manilestalions  ol  drug  idiosyncrasy  may  be  detected 
N  ,jr  jllergic  reaction  lo  Kellel  occurs,  Ihe  drug  should  tie  discontinued  and 
the  paiieni  treated  with  the  usual  agents  (eg,  epinephrine  or  olher  pressor 
amines,  anhhislammes,  or  corticosteroids) 

Prolonged  use  ol  Kellel  may  result  in  Ihe  overgiowlh  ol  nonsusceplible 
organisms  Carelul  observation  ol  Ihe  palieni  is  essential  (I  superinfection 
occuis  durmg  Iherapy.  appropriate  measures  should  be  taken 

Positive  direct  Coombs'  tests  have  been  reported  during  Irealmenl  with 
the  cephalosporin  antibiotics  In  hematologic  studies  or  m  Iranslusion 
cross  matching  procedures  when  antiglobulin  tests  are  perlormed  on  Ihe 
minor  side  or  in  Coombs'  leslmg  ol  newborns  whose  mothers  have 
received  cephalosporin  antibiotics  before  patlunlion,  it  should  be  recog 
ntzed  thai  a  positive  Coombs'  test  may  be  due  lo  the  drug 

Kellel  should  be  admimsteied  with  caution  m  Ihe  presence  ol  markedly 
impaired  renal  lunclion  Under  such  conditions,  careful  clinical  observation 
and  laboratory  studies  should  be  made  because  sale  dosage  may  be  lower 
than  thai  usually  recommended 

Indicated  surgical  procedures  should  be  pedormed  in  coniunclion  with 
antibiotic  Iherapy 

As  a  result  ol  adminislration  ol  Kellel,  a  lalse  positive  reaction  lor  glu 
cose  in  Ihe  urme  may  occur  This  has  been  observed  with  Benedicl's  and 
Fehlings  solutions  and  also  wilh  Clinilesl"  tablets  but  not  with  Tes  Tape' 
(Glucose  Enzymalic  Test  Strip  USp  Lilly) 

Sroad  spectrum  anhbiolics  should  be  prescribed  with  caution  in  individ 
uals  with  a  history  ol  gasltoiniesiinai  disease,  particularly  colilis 

Usage  m  PregnaKy- Pregnancy  Category  S-  The  daily  oral  adminislra 
lion  ol  cephalexin  lo  rats  m  doses  ol  250  or  500  mg/kg  prior  lo  and  during 
pregnancy  or  lo  rats  and  mice  during  Ihe  period  ol  organogenesis  only,  had  no 
adverse  ellecl  on  letlilily,  lelal  viability,  lelal  weighl,  or  litter  size  Note  that  Ihe 
salely  ol  cephalexin  during  pregnancy  in  humans  has  not  been  eslablished 
Cephalexin  showed  no  enhanced  loxicity  in  weanling  and  newborn  rats 
as  compared  with  adult  animals  Nevertheless,  because  Ihe  studies  in 
humans  cannot  rule  out  Ihe  possibility  ol  harm,  Kellel  should  be  used  during 
pregnancy  only  il  clearly  needed 

Nursing  Mothers  -  The  excrelron  ol  cephalexin  in  Ihe  milk  increased  up  lo 
4  hours  alter  a  500  mg  dose,  Ihe  drug  reached  a  maximum  level  ol  iiiQiml, 
Ihen  decreased  gradually,  and  had  disappeared  8  hours  alter  admmislralion 
Cauhon  should  be  exercised  when  Kellel  is  administered  to  a  nursing  woman 
Adverse  Heactions:  G^s/ro/n/es'™/- Symptoms  ol  pseudomembran 
ous  colitis  may  appear  eilher  during  or  alter  antibiotic  Irealmenl.  Nausea 
and  vomilmg  have  been  repotted  rarely  The  most  Irequeni  side  ellecl  has 
been  diarrhea  II  was  very  rarely  severe  enough  lo  warrani  cessalion  ol 
Iherapy  Dyspepsia  and  abdominal  pain  have  also  occuired  As  with  some 
penicillins  and  some  other  cephalosporins,  transient  hepaiilis  and  choies 
latic  laundtce  have  been  reported  tately 

Hypersensilivily-  Allergic  reactions  in  the  lorm  ol  rash,  utiicaria,  angio 
edema,  and,  rarely,  erythema  mullilorme,  Stevens  Johnson  Syndrome,  or 
toxic  epidermal  necrolysis  have  been  observed  These  reachons  usually  sub- 
sided upon  discontmualion  ol  Ihe  drug  Anaphylaxis  has  also  been  reported. 
Olher  reactions  have  included  genital  and  anal  pruritus,  genital  moniliasis, 
vaginitis  and  vaginal  discharge,  dizziness,  laiigue  and  headache  Eosmo 
philia,  neutropenia,  Ihromhocylopenia,  and  slight  elevations  m  SGOT  and 
SGPI  have  been  repOTied 

PV  .^,'H  DPP 

Additional  mlotmalion  available  lo  the  pratession  on  request  Irom 
DIsIa  Products  Company 

Division  ol  Ell  Lilly  and  Company 
Indianapolis,  Indiana  ^16285 
Mid  by  Ell  Lilly  Industries,  Inc 
.-'0073  Carolina,  Puerto  Rico  00630 


POETRY 


Medical  Student's 
Disease  Syndrome 


Gary  L.  Roark 


I  learn  of  all  these  pathogens  in  classes  every  day. 

It's  amazing  how  our  bodies  learn  to  keep  those  germs  at  bay. 

Yet,  every  time  I  turn  around,  I  get  a  hint  or  two. 

Exotic  signs  and  symptoms  —  it's  no  ordinary  flu. 

My  teeth  will  start  to  itch,  or  it's  a  cramp  down  in  my  spleen. 

So  many  things  that  it  could  be  ...  it  makes  me  sorta  green. 

I  stay  awake  throughout  each  class.  My  notes,  I  later  check. 

But  this  lecture  chair  is  killing  me!  There's  a  pain  back  in  my  neck. 

I  begin  to  think  that  what  I  have  is  spinal  meningitis. 

Or  some  awful,  dreadful  illness  that  they  tell  us  just  to  frighten  us. 

Or  maybe  it's  a  little  one,  like  osteosarcoma. 

But  wait  a  minute!  Now  I  know:  it's  Medical  Student  Syndroma! 

Or,  take  the  time  just  yesterday,  in  the  middle  of  a  test: 
I'd  remembered  only  half  the  stuff,  forgotten  all  the  rest. 
Have  I  hippocampal  lesions,  or  an  infection  like  frambesia? 
Have  I  epileptic  seizures,  or  is  it  retrograde  amnesia? 
Oh,  shoot!  It'd  put  my  mind  at  rest,  or  maybe  more  at  eases, 
If  I  could  just  remember  what  this  blasted,  dam  Disease  is! 


From  Bowman  Gray  School  of  Medicine,  Wal<e  Forest  University, 
Winston-Salem  27103. 
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Seated,  left  to  right,  Neil  P.  Dubner,  M.D.,  Medical  Director;  D.  Wilfred  Abse,  M.D.; 
James  K.  Barnes,  M.D.;  Ronald  L.  Myers,  M.D.  Standing,  left  to  right,  Orren  LeRoyce 
Royal,  M.D.i  Morgan  E.  Scott,  M.D.;  Don  L.  Weston,  M.D.;  Arthur  E.  Kelley,  M.D.; 
G.  Paul  Hlusko,  M.D.;  Hal  G.  Gillespie,  M.D.;  Basil  E.  Roebuck,  M.D. 


Not  Just  A  Name 

Without  A  Face 


For  over  70  years,  Saint  Albans  Hospital  has 
offered  the  highest  quality  of  psychiatric  care. 

At  the  center  of  this  care  are  the  fine 
physicians  on  the  Active  Medical  Staff  of  Saint 
Albans  Hospital.  Their  concern  is  reflected  in 
the  treatment  given  each  and  every  patient. 
Through  specialized  programs  for  adolescents, 
senior  adults,  those  with  chemical 
dependencies  and  those  with  eating  disorders, 
our  physicians  work  to  restore  their  patients  to 
full  recovery. 


When  you  have  a  patient  in  need  of 
psychiatric  help,  call  one  of  our  doctors, 
knowing  your  patient  will  receive  the  best  care 
possible. 


^ 


Saint  Albans 
Fkjchiatric  Hospital 


P.O.  Box  3608    Radford,  Virginia  24143 
In  Virginia:  1-800-572-3120 

Outside  Virginia:  1-800-368-3468 

Virginia's  only  prti'atc.  full-icrvice.  not-for-profit  p^ychiatrtL  /lospiui/ 
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Letters  to  the  Editor 


On  the  science  and  the  art  of  medicine 

To  the  Editor: 

Physicians  do  not  treat  disease.  They  treat  individuals. 
To  be  a  truly  good  physician  one  needs  more  than  a  knowl- 
edge of  medicine.  In  recent  decades  there  has  been  a  grow- 
ing belief  that  the  emphasis  on  science  would  ultimately 
render  obsolete  individualism  and  subjectivity,  but  despite 
the  dramatic  technological  advances  it  remains  the  fate  of 
physicians  to  experience  uncertainty  and  doubt,  for  it  ap- 
pears certain  that  the  human  condition  will  never  be  totally 
explained  in  biochemical  terms.  The  practice  of  medicine 
must  therefore  embrace  the  scientific  method,  but  the  art  of 
medicine  should  not  be  abandoned. 

Physicians,  like  all  other  humans,  wish  for  the  certainty 
that  science  appears  to  promise,  but  science  ignores  values 
and  individuality. 

The  words  of  Hippocrates  are  still  valid.  "Life  is  short, 
the  art  long,  the  occasion  fleeting,  experience  fallacious, 
and  judgments  difficult."  Medicine  must  embrace  more 
than  science. 

The  rise  of  commercialism,  the  proliferation  of  for  profit 
oriented  facilities,  advertising,  cost  containment,  third  party 
payors,  and  the  malpractice  environment  have  emphasized 
technology  rather  than  humanism.  This  has  resulted  in  a 
depersonalization  of  the  doctor-patient  relationship  a  loss 
of  samaritanism.  The  good  physician  must,  however,  be 
more  than  a  competent  technician,  more  than  a  cost  effective 
health  care  provider. 

The  dramatic  technological  advances  have,  to  the  surprise 
of  many,  created  many  ethical  and  moral  questions  for  which 
science  has  no  answers.  Central  issues  involve  freedom,  self 
determination,  quality  of  life.  The  rights  and  obligations  of 
both  physicians  and  patients  must  be  addressed.  Consent, 
and  the  increasing  involvement  of  patients,  their  families, 
and  their  physicians  in  providing,  withholding,  accepting 
or  refusing  treatment,  are  not  scientific  issues.  Science  pro- 
vides a  strong  and  solid  intellectual  basis,  and  may  even  be 
central  to  the  practice  of  medicine,  but  alone  it  is  not  enough. 
Walter  S.  Feldman,  M.D.,  J.D.,  F.C.L.M. 
6500  Raquet  Wood  Court 
Charlotte  28226 

A  comment  on  Dr.  Linfors's  forum 
To  the  editor 

As  a  newcomer  to  North  Carolina.  I  was  particularly 
pleased  to  read  The  Physician's  Forum  "Policing  the  Prac- 
tice of  Medicine."  Granting  that  each  state  tackles  these 
problems  in  a  little  different  way,  it  may  be  beneficial  to 
address  this  issue  of  physician  discipline  by  organizing  it 


into  three  areas  of  problem  physicians  —  "the  sick,  the 
bad,  and  the  ignorant." 

The  Sick.  These  individuals  should  be  treated.  Alcoholism 
and  substance  abuse  are  diseases  which  can  be  treated.  We 
should  offer  no  less  compassion  and  assistance  to  our  col- 
leagues than  we  would  to  our  patients,  even  though  they 
do  not  spontaneously  rush  to  us  for  help. 

The  Bad.  Some  physicians  unfortunately  become  in- 
volved in  illegal  activities.  Dealing  with  this  is  generally  a 
function  of  the  state,  and  it  is  not  an  option  for  us  to  decide 
what  we  want  to  do  when  someone  has  broken  the  law. 

The  Ignorant.  Some  physicians  are  not  adequately  trained 
or  have  not  kept  current  in  the  field.  While  medical  societies 
certainly  may  offer  continuing  education,  and  may  even 
serve  to  speak  to  the  adequacy  of  certain  courses  in  orga- 
nized educational  efforts,  initial  requirements  of  creden- 
tialing  for  license  are  a  state  function .  The  issue  of  assessing 
continued  current  competence  at  some  later  date  after  initial 
training  is  a  very  controversial  topic  which  I  shall  not  ad- 
dress here. 

The  above  tripartite  organization  may  be  useful  in  dealing 
with  the  question  of  physician  discipline.  Difficulties  fre- 
quently arise  when  the  distinctions  between  Sick/Bad  and 
Sick/Ignorant  become  very  blurred,  such  as  the  physician 
who  writes  illegal  prescriptions  for  himself  or  others  to 
support  his  own  addiction,  and  the  physician  who  may  be 
intellectually  inadequate  because  of  mental  illness  or  de- 
mentia. Keeping  these  issues  focused  and  separate  can  make 
the  approach  to  them  more  logical  and  effective. 

I  do  applaud  our  society  for  addressing  these  major 
issues.  However,  longing  for  the  good  old  days  and  "simple 
personal  ethics,"  while  desirable,  are  not  enough  to  satisfy 
even  the  demands  of  the  1980s  let  alone  the  demands  of  the 
1990s.  At  this  time  there  are  extremely  effective  models  for 
dealing  with  physical  substance  abuse  and  mental  illness 
that  have  been  developed  and  proven  by  other  states.  It  is 
the  one  part  of  the  Sick/Bad/Ignorant  issue  of  physician 
discipline  that  we  as  a  society  can  and  should  be  addressing 
vigorously. 

Brian  R.  Nagy.  M.D. 

Medical  Director 

Mecklenburg  Mental  Health  Center 

Charlotte  28211 

Ophthalmology  Guidelines 

To  the  Editor: 

Please  find  enclosed  a  letter  which  I  recently  composed 
as  President  of  the  Eastern  Carolina  Ophthalmological  So- 
ciety and  forwarded  to  all  members  of  the  Board  of  Medical 
Review  of  North  Carolina  as  well  as  to  the  Members  of  the 


NCMJ  /  May  1987,  Volume  48,  Number  5     283 


Medical  Review  Committee  of  MRNC.  The  letter  urges 
adoption  of  strict  pre  and  post  surgical  criteria  for  cataract 
surgery  patients.  These  guidelines  are  based  upon  recom- 
mendations from  the  American  Academy  of  Ophthalmology 
and  are  presently  being  considered  in  various  similar  forms 
in  all  fifty  states. 

These  guidelines  were  evaluated  extensively  by  the  North 
Carolina  State  Ophthalmological  Society  where  even  tighter 
restrictions  upon  the  State's  ophthalmologists  were  encour- 
aged. The  State  Ophthalmological  Society  feh  that  there 
was  a  strong  need  for  strmgent  criteria  governing  the  pre 
and  post  surgical  care  of  cataract  surgery  patients  —  the 
most  common  surgical  procedure  in  America. 

1  believe  my  accompanying  i-etter  is  self-explanatory  as 
it  urges  all  members  of  the  Medical  Review  Committee  and 
Board  members  of  MRNC  to  adopt  these  stringent  guide- 
lines intact.  This  is  the  first  time  that  the  professionals  in 
a  medical  specialty  area  have  come  together  and  requested 
the  imposition  of  tight  controls  on  their  own  practice  of 
medicine.  This  is  an  unprecedented  step  which  most  of  the 
ophthalmologists  in  this  state  feel  is  necessary  to  ensure  a 
minimum  level  of  quality  to  the  citizens  of  our  state. 

Scott  P.  Bowers.  M.D. 

Carolina  Clinic,  Inc. 

1700  S.  Tarboro  Street 

Wilson  27893 

Dr.  Bowers's  letter  to  MRNC: 

I  am  writing  to  you  as  president  of  the  Eastern  Carolina 
Ophthalmological  Society.  It  has  recently  come  to  the  at- 
tention of  the  society  that  a  list  of  procedures  has  been 
developed  by  HCFA  for  which  100%  prospective  review 
must  be  performed  by  the  various  state  PRO  agencies.  It 
seems  likely  that  cataract  surgery  will  be  high  on  this  list 
and  will,  therefore,  be  subject  to  100%  prospective  review. 
The  Eastern  Carolina  Ophthalmological  Society  would  like 
to  formally  endorse  the  PRO  guidelines  recently  proposed 
by  the  North  Carolina  State  Society  of  Ophthalmology. 

The  State  Ophthalmological  Society  has  very  carefully 
considered  this  issue  and  proposed  a  set  of  PRO  guidelines 
which  insure  the  highest  quality  of  care  for  all  patients  in 
the  State  of  North  Carolina.  I  am  sure  you  have  received  a 
copy  of  these  proposed  guidelines  from  the  State  Ophthal- 
mological Society  and  have  reviewed  them  in  detail.  Briefly, 
these  guidelines  insure  that  every  patient  who  undergoes 
cataract  extraction  in  the  state  of  North  Carolina  has  been 
examined  preoperatively  by  his  operating  surgeon.  The  old 
medical  school  tenet  "when  all  else  fails,  examine  the  pa- 
tient" has  been  almost  totally  abandoned  by  certain  eye 
surgeons  in  this  state  who  routinely  operate  on  patients  they 
have  never  examined.  This  is  unthinkable,  but  unfortunately 
occurs  on  a  wholesale  basis  in  certain  areas  of  the  state. 
Patients  are  often  sent  in  with  "preoperative  examinations" 
performed  by  nonphysicians.  This  is  not  only  improper  and 
a  violation  of  the  Ethics  Code  of  the  American  Academy 
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of  Ophthalmology,  but  is  quite  possibly  illegal.  The  North 
Carolina  Department  of  Human  Resources,  Division  of  Fac- 
ulty Services,  has  issued  a  booklet  entitled  "Rules  and  Reg- 
ulations Governing  the  Licensure  of  Ambulatory  Surgical 
Facilities."  Page  eight  of  this  manual  states  "any  patient 
undergoing  general  or  regional  anesthesia  shall,  prior  to  the 
surgery,  have  a  history  and  physical  examination,  relative 
to  the  intended  procedure,  performed  by  a  licensed  physi- 
cian. ■ '  From  a  quality  of  care  point  of  view,  it  is  imperative 
that  patients  be  examined  by  their  operating  surgeon  before 
they  are  subjected  to  surgical  procedures.  This  principle  is 
so  basic  to  good  medical  care  that  it  should  go  without 
saying.  Unfortunately,  certain  providers  in  the  state  have 
found  it  economically  advantageous  to  do  huge  volumes  of 
surgery  on  patients  that  they  have  never  examined  and  have 
no  intention  of  ever  seeing  again. 

The  surgeon  is  asked  to  certify  that  the  patient  is  tmly  in 
need  of  the  surgery  —  not  simply  because  of  the  presence 
of  a  lenticular  opacity.  A  basic  visual  acuity  guideline  has 
been  adopted  which  is  fair  and  reasonable.  Those  patients 
with  20/40  vision  or  better  should  probably  not  routinely  be 
scheduled  for  cataract  surgery.  With  20/40  vision,  any  el- 
derly patient  can  hold  an  unrestricted  driver's  license  in  all 
fifty  states  of  the  union  and  drive  the  maximum  speed  limit 
on  interstates  day  or  night.  These  guidelines  were  developed 
by  all  fifty  states  decades  ago  as  the  minimum  visual  acuity 
for  the  safe  operation  of  a  motor  vehicle.  This  visual  acuity 
level  has  real  value  in  that  it  was  not  arbitrarily  picked  out 
of  thin  air.  but  has  been  used  as  a  benchmark  for  minimum 
visual  requirements  by  all  fifty  states  for  many  many  years. 
When  patients  have  visual  acuity  at  20/50  or  worse,  their 
driving  privileges  begin  to  be  curtailed  such  that  their  mo- 
bility is  restricted.  This  is  probably  a  reasonable  point  at 
which  to  consider  cataract  extraction  for  the  elderly  patient. 
If  a  patient  can  drive  to  an  outpatient  surgical  center  day  or 
night  with  an  unrestricted  driver's  license  (visual  acuity  20/ 
40  or  better),  it  is  most  difficult  to  justify  subjecting  this 
patient  to  a  surgical  procedure.  Certain  exceptions  should 
be  made  —  i.e.  for  commercial  airline  pilots  or  persons 
with  occupations  demanding  visual  acuity  at  or  better  than 
20/40.  These  patients  should  be  considered  on  a  case  by 
case  basis,  and  a  second  opinion  would  probably  be  indi- 
cated in  all  patients  with  a  visual  acuity  of  20/40  or  better. 
The  PRO  guidelines  also  require  that  surgeons  not  un- 
dertake surgical  responsibility  for  patients  and  then  abandon 
them  to  the  care  of  nonmedical  technicians,  optometrists, 
nurses  or  other  nonphysicians.  The  postoperative  care  of 
cataract  surgery  patients  is  within  the  unique  competence 
of  an  ophthalmologist,  and  the  operating  surgeons  should 
and  must  provide  adequate  postoperative  care  to  their  pa- 
tients. This  is  a  basic  tenet  of  medicine  which  should  not 
be  overlooked  in  the  field  of  cataract  surgery.  Chiropractors 
do  not  routinely  assume  the  postoperative  care  of  laminec- 
tomy or  brain  surgery  patients;  podiatrists  do  not  routinely 
assume  the  postoperative  care  of  arthroscopy  or  hip  replace- 
ment patients;  dentists  do  not  routinely  assume  the  post- 


operative  care  of  head  and  neck  surgery  patients  or  oral 
cancer  patients ;  and  cosmetologists  do  not  routinely  assume 
the  postoperative  care  of  patients  who  have  had  procedures 
for  various  types  of  dermal  pathology  —  despite  the  fact 
that  these  activities  may  be  technically  legal.  If  a  physician 
is  simply  too  busy  to  provide  adequate  postoperative  care 
to  his  patient,  he  should  not  be  allowed  to  do  the  surgery 
in  the  first  place.  This  is  a  simple  quality  of  care  issue  which 
is  true  for  all  medical  specialties.  This  is  1986  —  not  1940. 
There  are  several  geographic  areas  of  the  state  and  there  are 
no  areas  in  North  Carolina  where  a  patient  is  not  within  ten 
to  fifteen  minutes  driving  time  of  a  Board  certified  ophthal- 
mologist. Arguments  which  promote  the  provision  of  all 
postoperative  care  of  cataract  surgery  patients  by  nonmed- 
ical technicians  (i.e.  optometrists)  often  tout  the  "increased 
convenience"  that  this  affords  these  patients.  It  is  quite 
obvious  that  these  arguments  are  made  to  facilitate  certain 
unscrupulous  surgeons  who  routinely  undertake  surgical  re- 
sponsibility for  patients  who  they  have  not  examined  pre- 
operatively  and  have  no  intention  of  ever  seeing  during  any 
of  the  postoperative  period.  From  the  point  of  view  of  qual- 
ity of  care,  it  is  always  in  the  patient's  best  interest  to  have 
his  postoperative  care  provided  by  his  operating  surgeon. 
Because  there  are  so  many  able  and  qualified  Board  certified 
ophthalmologists  in  this  state  who  are  willing  to  adhere  to 
these  standards,  this  should  be  the  minimum  acceptable  level 
of  quality  offered  to  the  elderly  citizens  of  the  State  of  North 
Carolina. 

The  last  provision  in  the  PRO  guidelines  proposed  by  the 
North  Carolina  State  Ophthalmological  Society  entails  a 
provision  by  which  the  signed  PRO  prior  approval  form 
must  be  received  in  the  office  of  Peer  Review  of  North 
Carolina  and  reviewed  prior  to  the  issuance  of  an  approval 
for  the  patient's  surgery.  This  provision  is  designed  to  insure 
that  all  patients  who  are  considered  for  cataract  surgery  are 
reviewed  in  writing  by  impartial  reviewers  of  the  PRO  prior 
to  the  surgery.  Because  the  physician's  signature  will  be 
required  on  this  form,  it  would  effectively  prohibit  econom- 
ically interested  parties  or  nonmedical  technicians  (i.e.  op- 
tometrists or  nurses)  from  phoning  Peer  Review  of  North 
Carolina  and  obtaining  prior  approval  for  one  of  these  high 
volume  surgeons.  In  addition,  a  week  or  two  delay  in  re- 
ceiving a  written  approval  from  Peer  Review  of  North  Car- 
olina would  allow  the  patient  to  consider  the  surgery  care- 
fully with  his  family  and  friends  and  decide  whether  the 
surgery  was  indeed  necessary.  As  you  know,  many  patients 
considering  elective  surgery  properly  decline  such  surgery 
after  careful  consideration.  If  surgeons  are  allowed  to  ex- 
amine elective  surgery  patients  at  9  o'clock  in  the  morning 
and  have  them  on  the  operating  table  at  10:15  in  the  morn- 
ing, significant  volumes  of  patients  will  thus  be  generated 
—  denying  these  patients  an  adequate  time  to  reflect  and 
consider  their  therapeutic  options.  Therefore,  the  proposal 
to  demand  a  written  prior  approval  form  signed  by  the  op- 
erating surgeon  is  another  step  in  guaranteeing  the  highest 
quality  of  care  for  all  patients. 


The  Eastern  Carolina  Ophthalmological  Society  has  gone 
through  the  above  mentioned  PRO  proposals  point  by  point 
and   strongly   endorses   each   one.   The   Eastern   Carolina 
Ophthalmological  Society  had  its  most  recent  meeting  on 
December  10,  1986  in  Greenville  and  when  the  issue  of 
these  proposed  PRO  guidelines  was  put  forth  for  final  con- 
sideration, it  was  adopted  unanimously  without  a  single 
dissenting  vote.  I  was  asked  by  the  Society  members  at  that 
point  to  write  a  letter  of  support  for  these  proposed  PRO 
guidelines  from  the  Eastern  Carolina  Ophthalmological  So- 
ciety to  Peer  Review  of  North  Carolina.  It  is  strongly  felt 
by  all  members  of  the  Society  that  these  guidelines  will 
greatly  improve  the  quality  of  care  for  patients  here  in  North 
Carolina  and  largely  eliminate  much  of  the  unnecessary  or 
ill-advised  surgery  now  being  performed  in  this  area.  These 
guidelines  will  insure  that  every  elderiy  patient  in  the  State 
of  North  Carolina  —  no  matter  where  they  are  from  or  who 
they  see  —  will  receive  an  adequate  preoperative  exami- 
nation and  will  truly  be  in  need  of  the  surgery  proposed.  In 
addition,  the  patient  will  receive  adequate  preoperative  care 
by  his  operating  surgeon  and  will  be  given  time  to  reflect 
and  consider  his  therapeutic  options  before  agreeing  to  the 
elective  surgery.  Although  this  two  page  check-off  form 
will  take  a  minute  or  two  to  fill  out  and  sign  for  each 
proposed  cataract  surgery  patient  and  does  represent  a  mod- 
erate inconvenience  for  the  ophthalmologists  of  North  Car- 
olina, it  is  strongly  felt  by  the  Society  members  that  any 
weakening  of  these  proposed  guidelines  could  drastically 
cut  the  quality  of  care  offered  to  the  citizens  of  the  State  of 
North  Carolina. 

Peer  Review  of  North  Carolina  has  a  great  opportunity 
to  elevate  the  level  of  care  for  patients  in  this  state  and  to 
eliminate  many  abuses  which  have  allowed  the  wholesale 
performance  of  unnecessary  procedures  and  abandonment 
of  surgical  patients  by  their  operating  surgeons.  The  Eastern 
Carolina  Ophthalmological  Society  strongly  encourages  you 
to  adopt  the  PRO  guidelines  proposed  by  the  North  Carolina 
State  Ophthalmologic  Society  intact.  Please  do  not  hesitate 
to  call  my  office  at  the  above  listed  address  and  number  if 
I  can  provide  any  further  information  to  you  which  you 
might  find  helpful  in  hammering  out  final  PRO  guidelines 
for  cartaract  surgery. 
Respectfully  submitted 

Scott  P.  Bowers,  M.D. 

President 

Eastern  Carolina  Ophthalmological  Society 

Insurance  snafu 

To  the  Editor: 

Here  is  a  perfect  example  of  how  bureaucracy  (and  oc- 
casionally computers)  make  us  old,  or  in  some  cases,  dead, 
before  our  time.  I  have  enclosed  a  copy  of  the  letter  I 
received,  as  well  as  a  copy  of  my  return  letter.  I  would  be 
interested  in  knowing  if  many  of  our  co-workers  have  ex- 
perienced similar  Medicare  boo-boos. 
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Dear  Provider: 

This  claim  contains  services  for  9-1  to  10-28-86  which 
is  after  the  patient's  date  of  death  of  8-00-86. 

Please  verify  and  furnish  us  corrected  information  for 
any/all  of  the  following: 

1  Date  of  Death 

2  Date(sl  of  Service 

3  Health  Insurance  Claim  Number 

4  Beneficiary  Name 

If  the  information  needed  cannot  be  obtained  prior  to 
3-11-87  the  claim  will  be  processed  on  the  basis  of  the 
information  on  hand. 

Sincerely, 

Assistant  Claim  Supervisor 


Dear  Assistant  Claim  Supervisor: 

I  am  writing  on  behalf  of  both  Blowing  Rock  Medical 
Clinic  and  Blowing  Rock  Hospital.  Somehow  a  remarkable 
error  has  occurred.  Despite  your  records  to  the  contrary, 
the  patient  is  indeed  alive  and  a  patient  in  the  Extended 
Care  Facility  here  in  Blowing  Rock.  Now.  the  date  of  death 
you  have  listed  is  8-00-86.  I  have  never  seen  any  such  date 
for  any  month.  Her  date  of  birth  is  7/18/27.  If  you  would 
like,  I  will  send  a  Polaroid  picture  of  her  for  your  files.  I 
am  sure  her  family  would  be  most  interested  to  know  of 
her  demise  last  year  and  would  wonder  whom  they  had  been 
visiting,  lo  these  many  months. 


Please  let  us  know  if  this  snafu  is  not  correctable. 

Sincerely. 
John  D.  Davis,  Jr.,  M.D. 


About  the  journal's  new  look 

To  the  Managing  Editor: 

Congratulations. 

As  I  was  checking  the  March  journals,  I  noticed  the 
change  in  North  Carolina's  cover.  It  was  no  longer  blue  and 
white.  Your  new  cover  is  very  impressive. 

Once  again,  congratulations  and  keep  up  the  good  work. 

Miriam  Polich,  Executive  Vice  President 

State  Journal  Group 

State  Medical  Journal  Advertising  Bureau,  Inc. 

711  South  Boulevard 

Oak  Park,  IL  60302 


To  the  Managing  Editor: 

1  must  compliment  you  on  the  redesign  of  your  journal! 

Susan  Flanigan  Gold 

Managing  Editor 

Missouri  Medicine 

1 13  Madison  St. 

Jefferson  City,  MO  65102 
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When  I  Grow  Up . . ." 


Playing  "grown-up".  One  of  the  joys  of  childhood. 
Dressing  in  "grown-up"  clothes,  walking  In  "grown- 
up" shoes,  and  mocking  "grown-up"  words. 

But  everyday  children  are  stricken  with  the  most 
dreaded  of  all  "grown-up"  diseases— cancer.  And 
their  games  are  ended. 

To  too  many  of  these  children,  play- 
ing "grown-up"  will  never  be  anymore 


than  that— playing.  Many  of  these 


children  wont  even  play  "grovwi-up"  again. 

At  St.  Jude  Children's  Research  Hospital,  we're 
fighting  to  put  an  end  to  this  senseless  loss,  and 
we're  working  toward  a  day  when  no  innocent 
"grovm-up"  will  lose  her  life  to  cancer. 
To  find  out  how  you  can  help  in  this  desperate 
ST.JVDE CHiLDREys        Struggle,  write  to  St.  Jude,  505 
^  RESEABCH  HOSPITAL       North  Parkway  Memphis.  TN  38105, 


.  Danny  Thomas.  Founder  Or  call  1  -800-238-9100. 


The  AM  A 

Hospital  Medical  Staff  Section 

Ninth  Assembly 

JUNE  18-22. 1987 

PALMER  HOUSE 

CHICAGO 

Represent  your  medical  staff. 

I 

For  Information  Contact: 

Department  of  Hospital  Medical 

Staff  Services 

American  Medical  Association 

535  North  Dearborn  Street 

Chicago,  Illinois  60610 

Phone  (312)  645-4747  or  645-4753 
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Bulletin  Board 


New  Members 


Alamance-Caswell 

Paul  Henry  Juengel,  III.  1206  Vaughn  Rd.  Burlington  27215 

Buncombe 

James  Curtis  Hertenstein  (OTO).   131  McDowell  St..  Asheville 
28801 

Catawba 

Margaret  Camille  Alexander  (R),  Rt.  #3,  Box  331,  Ste.  26A, 
Fairgrove  Prof.  BIdg.,  Hickory  28601 

Craven-Pamlico-Jones 

Leo  Vincent  Kempton  (P),  335  Gatewood  Dr.,  New  Bern  28560 

Mark  Alan  Sinning  (TS),  800  Hospital  Dr.,  New  Bern  28560 

Durham-Orange 

David  Scott  Bacon  (STUDENT),  31 1  S.  LaSalle  St,  49H,  Durham 

27705 
Peter  Neal  Barboriak  (STUDENT),  2748  Middleton  #14B    Dur- 
ham 27705 
Michael  Wayne  Brown  (U),  4518  Cheshire  Ct.,  Durham  27705 
Jean  Michele  Cherry  (STUDENT),  408-B  Ransom  St.,  Chapel 

Hill  27514 
David  Martin  Cook  (STUDENT),  117  Oak  St.,  Carrboro  27514 
Kenneth  Lloyd  Crutcher  (RESIDENT),  1005  Alabama  Ave     Dur- 
ham 27705 
David  Manm  Frucht  (STUDENT),  38-C  Duke  Manor  Apts     Dur- 
ham 27705 
Brett  Ratilal  Gandhi  (STUDENT),  PO  Box  672,  Carrboro  27514 
Saralyn  Reid  Hawkins  (STUDENT),  215  Anderson  St.,  Apt   G 

Durham  27710 
Leroy  Karl  Hubbert  (STUDENT),  258  Craige  Hall,  UNC,  Chapel 

Hill,  27514 
Gregory  Fabian  Hulka  (STUDENT),  Box  2875,  DUMC,  Durham 

27710 
Thomas  Edgar  Jordan  (RESIDENT),  39  Georgetown  Court   Dur- 
ham 27705 
Edward  Ing-Fei  Lee  (STUDENT),  702  N.  Columbia  St.,  Chapel 

Hill,  27514 
Scott  Mckee  (STUDENT).  Box  2847,  DUMC,  Durham  27710 
Kerry  Julene  Rodabaugh  (STUDENT),  1314  Morreene  Rd     Apt 

23L,  Durham  27705 
Gary  Scott  Tennyson  (RESIDENT),  720  Shady  Lawn  Rd. ,  Chapel 

Hill,  27514 
Frank   Yun-Pu   Yang,    (RESIDENT),    NC   Memorial    Hospital, 
Housestaff  Mail  Room,  Surgery,  Chapel  Hill  27514 

Forsyth-Stokes-Davie 

John  Burkan  (IM),  300  S.  Hawthorne  Rd.,  Winston-Salem  27103 

Judith  Geralyn  Dirocco  (STUDENT),   1725-B  Franciscan  Terr 
Winston-Salem  27107 

Angela  Lynette  Jennings  (STUDENT),  1725-B  Franciscan  Terr 
Winston-Salem  27107 

D'Souza  Vincent  Jerard,  300  S.  Hawthorne  Rd.,  Winston-Salem 
27103 

Benjamin  Howard  Lee  (STUDENT),  2050  Craige  St     Apt    #8 
Winston-Salem  27103 

Anne  Theresa  Rogers  (AN),  300  S.  Hawthorne  Rd.,  Winston- 
Salem  27103 


Greensboro  Society  of  Medicine 

Coley  James  Cassiano  (EM),   1016-A  Professional  Village, 
Greensboro  27401 

Halifax 

Susan  A.  Watson  (OPH),  1 15  Long  Circle,  Roanoke  Rapids,  27870 

Henderson 

Stuart  Lewis  Glassman  (GS),  502  7th  Ave.  West,  Hendersonville 
28739 

Moore 

Doris  Constance  M.  Bullen  (P),  PO  Box  56.  Dartmouth  Clinic, 

PA,  Southern  Pines  28387 
John  Andrew  Hennessen  (ORS),  PO  Box  1650,  Pinehurst  28374 
Harry  Jay  Kicherer  (R),  885  St.  Andrews  Dr.,  Pinehurst  28374 

Pitt 

Lawrence  Curtis  Bandy  (GYN),  ECU  School  of  Med.,  Dept.  of 

OB-GYN,  Greenville  27834 
Janice  Therese  Busher  (IM),  133  Antler  Rd.,  Greenville  27834 
Charmaine  Delores  Gray  (PD),  PO  Box  238,  Hookertown  28538 
Julius  Quintin  Mallette  (OBG),  ECU  Dept.  of  OB-GYN,  Green- 
ville 27835 
Charles  Timothy  Monroe  (PD),   1825  W.  Sixth  St.,  Greenville 

27834 
Pragna  Nina  Sehgal  (FP),  ECU  Dept.  of  Family  Med.,  PO  Box 
1846.  Greenville  27835 

Randolph 

Alan  Stuart  Luria  (OPH),  220  Foust  St.,  Asheboro  27204 

Robeson 

Michael  Lee  Brooks  (IM),  206  W.  27th  St.,  Lumberton  28358 

Surry-Yadkin 

Raymond  John  Fencl  (U),  180-0  Parkwood,  Elkin  28621 

Wake 

Donald  L.A.  Oschwald,  Jr.,  MD  (PS),  1112  Dresser  Court,  Ra- 
leigh 27609 


Continuing  Medical 
Education 


Please  note:  The  Continuing  Medical  Education  Programs  at  Bowman 
Gray.  Duke.  East  Carolina  (ECU)  and  UNC  Schools  of  Medicine,  Dorothea 
Dix,  and  Burroughs  Wellcome  Company  are  accredited  by  the  American 
Medical  Association.  Therefore  CME  programs  sponsored  or  cosponsored 
by  these  schools  automatically  qualify  for  AMA  Category  I  credit  toward 
the  AMA's  Physician  Recognition  Award,  and  for  North  Carolina  Medical 
Society  Category  A  credit.  Where  AAFP  credit  has  been  obtained,  this 
also  is  indicated. 

IN  STATE 

May  13 

Common  Diagnostic  Problems  in  Surgical  Pathology:  A  Practical  Approach 
Place;      Greenville 
Fee:        $55 

Credit:     7  hours  Category  I  AMA 

Info:        The  Office  of  CME,  ECU  School  of  Medicine,  P.O.  Box  7224 
Greenville  27835-7224.  919/758-5200.  ext  208 
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May  IS 

Adolescent  Health  Issues;  The  New  Morbidities 

Place:      Durham 

Credit:     8  hours  Category  I  AMA 

Info:        CynthiaC,  Easterling.  M.  Ed.  Office  of  CME,  Box  3108  DUMC. 

Durham  27710.  919/684-6878  or  684-6485;  outside  NC  800/222- 

9984 


May  19 

Infectious  Disease  Seminar 
Place:      Asheville 
Credit:     4  hours  Category  I  AMA 
Info:        Dr.  Felix  A.  Sarubbi,  704/2 
684-3279 


;-7911  or  Dr.  Harry  A.  Gallis,  919/ 


May  22 

4th  Annual  Eye  Conference  —  "Ocular  Tumors" 

Place:      Winston-Salem 

Info:        Kirk  Huske,  Bowman  Gray  School  of  Medicine  of  Wake  Forest 

University,  Graylyn  Conference  Center,  Winston-Salem  27103. 

919/748-3971 

June  3 

Duke  CME  Series 

Place;      Durham 

Credit:     pending 

Info:        CynthiaC.  Easterling,  M.Ed. .  Office  of  CME,  Box  3108  DUMC. 

Durham  27710.  919/684-6878  or  684-6485;  outside  NC  800/222- 

9984 

June  5-7 

Duke  Eye  Center  Alumni  Spring  Meeting 

Place:      Chapel  Hill 

Credit:     8  hours  Category  1  AMA 

Info:        Cynthia  C.  Easterling,  M. Ed,  Office  of  CME,  Box  3108  DUMC, 

Durham  27710.  919/684-6878  or  684-6485;  outside  NC  800/222- 

9984 

June  9 

1987  Series  —  Duke  Tuesday 

Place:      Durham 

Credit:     5  hours  Category  1  AMA 

Info:        CynthiaC.  Easterling.  M. Ed,  Office  of  CME,  Box  3108  DUMC, 

Durham  27710.  919/684-6878  or  684-6485;  outside  NC  800/222- 

9984 

June  10 

Jay  M.  Arena  Symposium;  A  Day  of  Toxicology  and  Poison  Prevention 

Place:      Durham 

Credit:     6  hours  Category  I  AMA 

Fee:         $10 

Info:        Chris  Rudd,  Pharm.D.,  919/681-4574 

June  11-13 

34th  Annual  Mountaintop  Medical  Assembly 
Place;      WaynesviUe 

Info:        George   W.    Brown,   M.D.,   Mountaintop  Medical  Assembly. 
WaynesviUe  28786.  704/456-6021 

June  15-17 

Surgery  for  Coronary  Artery  Disease 

Place:      Durham 

Fee:        $460  ACC  members;  $525  others 

Credit:     17  hours  Category  I  ACCME 

Info:        Registration  Secretary.   Extramural  Programs  Depl.  American 

College  of  Cardiology.  9111  Old  Georgetown  Rd..  Bethcsda. 

MD  20814.  800/253-46.36;  in  MD  or  AK  301/897-5400 

July  3-5 

17th  Annual  Sports  Medicine  Symposium 

Place:      Wrightsvillc  Beach 

Info;        W.  Alan  Skipper.  919/833-3836  or  800/722-1350 

July  13-15 

U.S.  Olympic  Festival  Sports  Medicine  Conference;  Part  II.  Athletic  Injury 

Prevention  and  Treatment 

Place:      Durham 

Credit;     pending 

Info:        CynthiaC.  Easterling,  M.Ed..  Office  of  CME,  Box  3108  DUMC. 

Durham  27710.  919/684-6878  or  684-6485;  outside  NC  800/222- 

9984 


July  13-17 

29th  Annual  Postgraduate  Course/Morehead  Symposium 

Place;      Durham 

Credit:     26  hours  Category  I  AMA;  AAFP  24.75  prescribed 

Info:        CynthiaC.  Easterling,  M.Ed. .  Office  of  CME.  Box3108DUMC, 

Durham  27710.  919/684-6878  or  684-6485;  outside  NC  800/222- 

9984 

July  27-31 

10th  Annual  Radiology  Postgraduate  Course 

Place;      Atlantic  Beach 

Credit:     20  hours  Category  I  AMA 

Info;        CynthiaC.  Easterling.  M.Ed..  Office  of  CME.  Box  3108  DUMC 

Durham  27710.  919/684-6878  or  684-6485;  outside  NC  800/222- 

9984 

August  14-18 

Family  Physicians  Weekend 

Place:      Wrightsville  Beach.  NC 

Credit:     12  hours  AAFP 

Info:        Paula  Baker.  Meeting  Coordinator,  North  Carolina  Academy  of 

Family  Physicians.  P.O.  Box  18469.  Raleigh  27619.  919/781- 

6467 

Nursing 

Except  where  otherwise  noted,  contact  Nettie  Wilbum,  CPS,  Office  of  Continuing  Education, 
University  of  North  Carohna,  Chapel  Hill  27514   919/966-3638. 

May  13-14 

The  Systematic  Process  of  Instructional  Development 
Place:      Chapel  Hill 
Credit:     13.2  CEUs  pending 
Fee:         $1 10 

June  1-5 

Preparation  for  NCLEX-RN 

Place;      Chapel  Hill 

Credit:     3.39  CEUs 

Fee;         $75  UNC-CH  students;  $85  others 

June  1-19 

Summer  Institute;  Gerontology  for  Nurse  Educators 
Place;      Chapel  Hill 
Credit;     3  CEUs 
Fee;         $3 


OUT  OF  STATE 

May  8-10 

6th  Annual  MCV  Cardiology  Conference 
Place:      Williamsburg,  VA 
Fee:         $325 

Info:  Kathy  Martin,  Office  of  CME,  Medical  College  of  Virginia,  Box 
48.  MCV  Sta.,  Richmond,  VA  23298-0001.  804/786-0494 

May  11-15 

Consultant's  Course  in  Cardiology 

Place:      New  York,  NY 

Credit:     32  hours  Category  I  AMA 

Fee:         $425  ACC  members;  $525  others 

Info;  Registration  Secretary,  Extramural  Programs  Dept.,  Amencan 
College  of  Cardiology,  9111  Old  Georgetown  Rd.,  Bethesda, 
MD  20814.  800/253-4636;  MD  &  AK,  301/897-5400  exl  226 

May  14-16 

Vascular  Surgery  1987:  Third  International  Vascular  Symposium 
Place:      New  York,  NY 
Fee:         $400 

Credit:     24  hours  Category  I  AMA 

Info:  Ann  J.  Boehme,  Assoc.  Director  tor  CME,  Long  Island  Jewish 
Medical  Center,  New  Hyde  Park,  NY  11042.  718/470-8650 

May  15 

3rd  Annual  Symposium  on  Geriatric  Medicine 
Place:      Norfolk,  VA 
Credit;     5  hours  Category  I  AMA 
Fee:        $35-55 

Info:  Elaine  Halverson,  EVMS-CME,  P.O.  Box  1980,  Norfolk,  VA 
23501.  804/446-5243 
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May  16 

Post  Polio  Syndrome  Symposium 
Place:      Bristol,  TN 

Info:  Ramona  Miller.  Office  of  CME.  Quillen-Dishner  College  of  Med- 
icine, Johnson  City,  TN  37614.  615/929-6204 

May  17 

Annual  Meeting,  NC  Chapter  of  American  College  of  Surgeons 
Place:      Myrtle  Beach,  SC 
Credit:     8  hours  Category  I  AMA 
Fee:         $50 

Info:  Michael  C.  Rowland.  M.D..  F.A.CS..  Secretary-Treasurer,  NC- 
ACS,  P.O.  Box  2000,  Pinehurst  28374.  919/295-2232 

May  18-19 

14th  Annual  Hans  Berger  Day  and  EEC  Symposium 
Place:      Richmond,  VA 
Fee:         $250 

Info:  Kathy  Martin.  Office  of  CME,  Medical  College  of  Virginia,  Box 
48,  MCV  Sta.,  Richmond,  VA  23298-0001.  804/786-0494 

May  19-22 

Cell  Calcium  Metabolism  '87:  Physiology,  Biochemistry,  Pharmacology, 

and  Clinical  Implications 

Place:      Washington,  DC. 

Info:  Dr.  Gary  Fiskum,  Dept.  of  Biochemistry,  The  George  Washing- 
ton University  of  Medicine  and  Health  Sciences,  2300  Eye  St. 
NW,  Washington,  DC.  20037. 

May  22-24 

2nd  Annual  Duke  Anesthesiology  Conference:  Oxygen  Transport  in  the 
Clinical  Settmg 
Place:      Charleston,  SC 
Credit:     13  hours  Category  1  AMA 

Info:        Cynthia  C.  Easteriing,  M. Ed,  Office  of  CME,  Box  3108  DUMC 
Durham  27710.  919/684-6878;  outside  NC  800/222-9984 

May  23-25 

Gynecologic  Urology  and  Pelvic  Surgery 
Place:      Williamsburg,  VA 
Fee:         $260 

Info:  Kathy  Martin,  Office  of  CME.  Medical  College  of  Virginia,  Box 
48,  MCV  Sta.,  Richmond,  VA  23298-0001.  804/786-0494 

May  26-30 

Fifth  Annual  Cardiology  Update 
Place:      Honolulu,  HA 
Fee:         $395 

Info:  Lisa  Krehbiel,  30131  Town  Center  Dr. ,  Ste.  215,  Laguna  Niguel, 
CA  92677.  714/495-4499 

May  30 

Management  of  Tough  Problems  in  Psychiatric  Practice 

Place:      Gatlinburg,  TN 

Info:        Ramona  Miller.  Ph.D.,  Program  Coordinator,  Office  of  CME, 

Quillen-Dishner  College  of  Medicine,  Johnson  City,  TN  37614 

615/929-6204 

May  30- June  2 

International  Conference  on  Missionary  Medicine 
Place:      St.  Simons  Island,  GA 
Fee:         $100-225 

Info:  Registrar,  ICMM,  MAP  International,  Box  50,  Brunswick,  GA 
31520.  912/265-6010,  ext  321 


May  31-June  4 

44th  Annual  Meeting,  American  Society  of  Hospital  Pharmacists 
Place:      Washington,  D.C. 

Info:        ASHP,  4630  Montgomery  Ave.,  Bethesda,  MD  20814.  301/657- 
3000 

June  1-5 

Basic  Mechanisms  of  Cardiovascular  Diseases:  Implications  for  Prevention 
and  Therapy 

Place:      London,  England 
Credit:     26  hours  Category  1  AMA 
Fee:         $425 

Info:        London  Cardiology  Course,  Div.  of  CME-Vanderbilt,  CCC-5326 
Medical  Center  North,  Nashville,  TN  37232.  615/322-4030 


June  2-4 

Carroll  Long  Lecture 
Place:      Johnson  City,  TN 

Info:        Ramona  Miller,  Office  of  CME,  Quillen-Dishner  College  of  Med- 
icine, Johnson  City,  TN  37614.  615/929-6204 

June  3-7 

Eleventh  Annual  Postgraduate  Course  on  Rehabilitation  of  the  Brain-In- 
jured Adult  and  Child 
Place:      Williamsburg,  VA 
Fee:         $285 

Info:        Kathy  Martin,  Office  of  CME,  Medical  College  ot  Virginia,  Box 
48,  MCV  Station,  Richmond,  VA  23298-0001.  804/786-0494 

June  4-6 

Pediatric  Electrocardiography,  Electrophysiology  and  Pacing 

Place:      Bethesda,  MD 

Credit:     18  hours  Category  I  AMA 

Fee:         $4l5-$465 

Info:        Learning  Center,  American  College  of  Cardiology,  9111  Old 

Georgetown  Rd.,  Bethesda,  MD  20814.  301/897-5400,  ext  241, 

or  800/253-4636 

June  4-6 

I  Ith  Annual  Update  Cardiology  for  the  Primary  Physician 

Place:      Charleston,  SC 

Credit:     19  Hours  Category  I  AMA 

Fee:         $335-400 

Info:        Registration  Secretary,  Extramural  Programs  Depl. 

College  of  Cardiology.  9111  Old  Georgetown  Rd. 

MD  20814.  800/253-4636  (in  MD  and  AK,  301/897-5400,  ext 

226) 


American 
Bethesda, 


June  5-7 

16th  Annual  Scientific  Assembly,  CA  Chapter  of  American  College  of 
Emergency  Physicians 
Place:      Newport  Beach,  CA 
Fee:         $250  non-members 

Info:        C/U7ACEP,  505  N.  Sepulveda  Blvd..  #12-14,  Manhattan  Beach, 
CA  90266.  213/374-4039 

June  6-11 

Advanced  Techniques  in  MRl 
Place:      Kiawah  Island,  SC 
Credit:     14  hours  Category  I  AMA 

Info:        Cynthia  C.  Easteriing,  M.Ed.,  Office  of  CME,  Box  3108  DUMC, 
Durham  27710.  919/684-6878;  outside  NC  800/222-9984 

June  7-10 

Doppler  and  2-D  Echocardiography 
Place:      Chicago,  IL 
Credit:     39  hours  Category  I  AMA 

Info:        Lisa  Krehbiel,  Inst,  for  Medical  Studies,  30131  Town  Center 
Dr.,  Laguna  Niguel,  CA.  714/495-4499 

June  8-10 

Aggressive  Management  of  Cardiovascular  Emergencies 

Place:      Bethesda,  MD 

17  hours  Category  I  AMA 
$415  members  ACC;  $465  others 

Program  Registrar,  Heart  House  Learning  Center.  American  Col- 
lege of  Cardiology,  9111  Old  Georgetown  Rd.,  Bethesda,  MD 
20814.  301/897-5400,  ext  241:  800/253-4636 

June  9-13 

4th  Annual  Adult  Infectious  Disease  Seminar  —  Current  Update 

Place:      Hilton  Head  Island,  SC 

19  hours  Category  1  AMA,  AAFP 
$295 

George  M.  Converse,  M.D..  Director.  Medical  Education.  Lloyd 
Noland  Hospital  and  Health  Centers,  701  Ridgeway  Rd  Fair- 
field, AL  35064,  800/845-6131  (in  SC,  800/922-7042) 

June  10-13 

Post-Graduate  Course:  Dermatology  for  Non-Dermatologists 
Place:      Myrtle  Beach,  SC 
Credit:     15,5  hours  Category  1  AMA 
Fee:         $200-350 

Info:        Div.  of  Dermatology,  Box  3135,  Duke  University  Medical  Cen- 
ter, Durham  27710.  919/684-2504 


Credit 

Fee: 

Info 


Credit 

Fee: 

Info 
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June  11-13 

Advanced  Echocardiography  and  Doppler  Ultrasound  1987 

Place:       San  Diego.  CA 

Credit;     21  hours  Category  I  AM  A 

Fee:         $295-450 

Info:        Registration  Secretary.  Extramural  Programs  Dept.   American 

College  of  Cardiology.  9111  Old  Georgetown  Rd..  Bethesda. 

MD  20814.  301/897-5400.  ext  241;  800/253-4636 

June  11-13 

Current  Advances  m  Pediatnc  Practice 

Place;      Gatlinburg.  TN 

Credit:     12  hours  Category  I/PREP,  AAP.  AAFP 

Info:        Dr.  Sandra  Loucks.  University  of  Tennessee  Memorial  Research 

Center  and  Hospital.  Dept.  of  Pediatrics.  1924  Alcoa  Highway. 

Knoxville.  TN  37920,  615/544-9331 

June  14-20 

33rd  Annual  Family  Practice  Review 

Place:      YMCA  of  the  Rockies.  Estes  Park.  CO. 

Info:        University  of  Colorado  School  of  Medicine,  Office  of  Continuing 

Medical  Education.  4200  East  9th  Ave..  Box  C-295.  Denver. 

CO  80262.  303/394-5195 

June  15-17 

Management  of  Clinically  Localized  Prostate  Cancer 
Place:      Bethesda.  MD 
Credit;     14  hours  Category  I  AMA 

Info:        Nancy  Cowan.  Prospect  Associates.  1801  Rockville  Pike.  Suite 
500.  Rockville,  MD  20852.  301/468-6555 

June  15-18 

18th  Annual  Internal  Medicine  Symposium 
Place;      Kiawah  Island.  SC 

Info;        Div.  of  CME.  Medical  College  of  Georgia.  Augusta.  GA  30912- 
6450.  404/828-3967 

June  15-18 

4lh  Annual  Advanced  Colposcopy  and  Basic  and  Advanced  Gynecologic 
Laser  Surgery 
Place:      Hilton  Head.  SC 

Info:        Educational  Associates.  P.O.  Box  24772.  Winston-Salem  271 14 
919/760-2788 

June  21-28 

3rd  Annual  Advances  in  Internal  Medicine 
Place:      Hilton  Head  Island.  SC 
Credit:     25  hours  Category  I  AMA 

Info:        Cynthia  C.  Easteriing.  M.Ed..  Office  of  CME.  Box  3108  DUMC. 
Durham  27710,  919/684-6878;  outside  NC  800/222-9984 

June  22-26 

The  Physician  in  Management 
Place;      Colorado  Springs.  CO 
Credit:     31  CME  credits 

Info:        Sherry  Mason.  American  Academy  of  Medical  Directors.  4830 
W   Kennedy  Blvd..  Suite  648.  Tampa.  FL  33609.  813/873-2000 

June  29-July  3 

Pediatric  Infectious  Disease  in  the  Office  Practice 

Place;      Aspen.  CO. 

Info:        University  of  Colorado  School  of  Medicine.  Office  of  Continuing 

Medical  Education.  4200  East  9th  Ave..  Box  C-295.  Denver 

CO  80262.  303/394-5195 

June  29-July  4 

Midsummer  Family  Practice  Digest 
Myrtle  Beach.  SC 
30  hours  AAFP 

Paula  Baker.  Meeting  Coordinator,  North  Carolina  Academy  of 
Family  Physicians.  P.O.  Box  18469.  Raleigh  27619.  919/781- 
6467 

July  9-11 

Clinical  Obstetrics 
Place:      Kiawah  Island.  SC 

Info:        Div,  of  CME,  Medical  College  of  Georgia,  Augusta,  GA  30912- 
6450,  404/828-3967 

July  13-16 

Clinical  Cardiology 
Place:      Kiawah  Island.  SC 

Info:        Div.  of  CME,  Medical  College  of  Georgia.  Augusta.  GA  309 1 2- 
6450.  404/828-3967 


Place 
Credit 
Info: 


July  16-18 

3rd  Annual  Berkshire  Medical  Conference;  Advances  in  Cardiology 
Place;      Hancock,  MA 
Credit:     16  hours  Category  I  AMA 
Fee;         $295 

Info:        Berkshire  AHEC.  725  North  St,.  Pittsfield,  MA  01201.  413/499- 
4161.  ext  2417 

July  17-19 

Practical  Internal  Medicine:  Selected  Topics  for  the  Internist 
Place;      Virginia  Beach.  VA 
Fee:         $295 

Info;  Kathy  Martin.  Office  of  CME.  Medical  College  of  Virginia.  Box 
48.  MCV  Station.  Richmond.  VA  23298-0001 

July  22-26 

Critical  Care  Medicine 
Place:      Kiawah  Island.  SC 

Info:  Div  of  CME.  Medical  College  of  Georgia.  Augusta.  GA  30912- 
6450.  404/828-3967 

July  23-25 

3rd  Annual  Berkshire  Medical  Conference;  Common  Emergencies  in  Gen- 
eral Medicine 
Place:      Hancock.  MA 
Credit:     16  hours  Category  I  AMA 
Fee:         $295 

Info;  Berkshire  AHEC.  725  North  St..  Pittsfield.  MA  01201.  413/499- 
4161.  ext  2417 

July  24-26 

The  9th  Annual  Pediatric  Primary  Care  Conference;  Pediatrics  at  the  Beach 
Place:      Virginia  Beach.  VA 
Credit;     14,25  hours  Category  I  AMA 
Fee:         $275 

Info:  Ann  Potter.  Office  of  CME.  Medical  College  of  Virginia.  Box 
48.  MCV  Station,  Richmond,  VA  23298-0001 

July  27-29 

Pediatric  Update  1987 
Place;      Kiawah  Island,  SC 

Info:  Div.  of  CME.  Medical  College  of  Georgia,  Augusta,  GA  30912- 
6450.  404/828-3967 

August  2-7 

Diagnostic  Electron  Microscopy:  Annual  Meeting.  Electron  Microscopy 

Society  of  America 

Place:      Baltimore.  MD 

Info:  John  Shelbume,  M.D.,  or  Victor  Roggli.  MD,.  Dept.  of  Pa- 
thology, Duke  University  and  V.A.  Medical  Centers.  Durham 
27710.  919/286-6925 

August  3-8 

Your  Practice.  Your  Money.  Your  Family 
Place:      Hilton  Head  Island,  SC 

Info:  Div.  of  CME.  Medical  College  of  Georgia,  Augusta,  GA  30912- 
6450,  404/828-3967 

August  6-9 

Summer  Retreat;  Practical  Issues  in  Primary  Care 
Place:      Virginia  Beach,  VA 
Fee:         $350 

Info:  Kathv  Manin,  Office  of  CME,  Medical  College  of  Virginia,  Box 
48  MCV  Station,  Richmond,  VA  23298-0001.  804/786-0494 

August  14-16 

Primary  Care  of  the  Female  Patient 
Place;      Virginia  Beach.  VA 
Fee;        $295 

Info:  Kathy  Martin.  Office  of  CME.  Medical  College  of  Virginia,  Box 
48  MCV  Station,  Richmond.  VA  23298-0001.  804/786-0494 

August  15 

Seminar  on  Geriatrics 

Place:      Abingdon.  VA 

Info:        Ramona  Miller.  PhD,.  Program  Coordinator.  Office  of  CME, 

QuiUen-Dishner  College  of  Medicine,  Johnson  City,  TN  37614, 

615/929-6204 
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Our  warehouses  here  at  the  Government 
Printing  Office  contain  more  than  16,000 
different  Government  publications.  Now 
we've  put  together  a  catalog  of  nearly 
1,000  of  the  most  popular  books  in  our 
inventory.  Books  like  Infant  Care, 
National  Park  Guide  and  Map,  The 
Space  Shuttle  at  Work,  Federal  Benefits 
for  Veterans  a^id  Dependents, 
Merchandising  Your  Job 


Talents,  and  The  Back-Yard  Mechanic. 
Books  on  subjects  ranging  from 
agriculture,  business,  children, 
and  diet  to  science,  space  exploration, 
transportation,  and  vacations.  Find  out 
what  the  Government's  books  are  all 
about.  For  your  free  copy  of  our 
new  bestseller  catalog,  write — 


937 


New  Catalog 

Post  Office  Box  37000 
Washington,  D.C.  20013 


Bestsellers 


Classified  Ads 


CONSIDER  the  cost-effective  potential  of  adding  a  phy- 
sician assistant  to  your  practice.  The  North  Carolina 
Academy  of  Physician  Assistants  will  help  you  adver- 
tise to  a  large  pool  of  qualified  PAs  at  no  cost  to  you. 
For  information  on  how  you  can  advertise  your  PA 
employment  opportunity,  contact:  Bob  Franks,  PA- 
C,  NCAPA  Employment  Chairman.  206  Camelia  Dr., 
Goldsboro  27530.  919/731-3225  (work);  919/734-4657 
(home). 

MEDICAL  PRACTICE  SALES  AND  APPRAISALS  - 
We  specialize  in  the  valuation  and  selling  of  medical 
practices.  If  interested  in  buying  or  selling  a  medical 
practice,  contact  our  Brokerage  Division  at  The  Health 
Care  Group,  400  GSB  Building,  Bala  Cynwyd,  PA 
19004;  215/667-8630. 

MARTINSBURG,  WEST  VIRGINIA  -  Seeking  direc- 
tor, board  prepared  or  certified  in  emergency  medi- 
cine, for  busy  268  bed  hospital  within  1-1/2  hour  drive 
of  Washington,  D.C.  Attractive  compensation  and 
malpractice  insurance  provided.  Please  submit  re- 
sume to  Emergency  Consultants,  Inc.,  One  Winde- 
mere  Place,  Room  33,  Petoskey,  MI  49770.  800/253- 
7092  or  in  Michigan  800/632-9650. 

EASTERN  NORTH  CAROLINA:  Primary  care  physi- 
cians needed  for  urgent  care  and  family  care  medicine 
in  eastern  North  Carolina.  Board  certified  preferred. 
Contact  Nancy  Prehn  919/323-8676.  Written  replies 
should  be  sent  to  P.O., Box  2385,  Fayetteville  28302- 
2385. 

B/E,  B/C  OB/GYN  to  join  solo  physician  in  well  estab- 
lished and  busy  practice.  Excellent  salary  leading  to 
eventual  partnership.  Located  27  miles  NW  of  Char- 


lotte, 15  minutes  to  Lake  Norman,  Send  C.V.  to:  Necip 
Ari,  M.D.,  P.O.  Box  656,  Lincolnton  28092. 

NEPHROLOGIST/CARDIOLOGIST  -  Growing  prac- 
tice in  IM-Hypertension/Nephrology  is  seeking  a  part- 
ner/associate (IM-Nephrology /Cardiology).  Location: 
Raleigh,  North  Carolina.  Please  send  CV  to:  Charles 
Cook,  M.D.,  M.P.H.  P.O.  Box  28145,  Raleigh  27611. 

WANTED-INFORMATION  leading  to  JAMA  issues, 
unbound,  for  the  1960s,1970s  plus  1980.  Phone  col- 
lect: 704/636-2466. 

BLOWING  ROCK:  Family  Practitioner  to  join  two  doc- 
tor practice  in  year  round  resort  community.  28  bed 
JCAH  approved  hospital  with  associated  nursing  fa- 
cility. Blowing  Rock  Medical  Clinic,  P.A.,  P.O.  Box 
8,  Blowing  Rock,  28605. 

PRACTICE  OPPORTUNITY  —  PEDIATRICIAN: 
Practice  opportunity  for  Board  Eligible/Board  Cer- 
tified Pediatrician  in  a  warm  and  friendly  community 
in  Eastern  South  Carolina,  North  Myrtle  Beach  vi- 
cinity. Ideal  recreational  opportunities  to  include  the 
beach,  sailing,  fishing,  tennis  and  golf.  The  pediatric 
practice  is  very  well  established.  Excellent  financial 
package  from  hospital  —  a  105  bed  modern  hospital 
with  a  40  bed  Extended  Care  facility.  Contact  Alton 
Ewing,  Assistant  Administrator,  Loris  Community 
Hospital.  Loris,  SC  29569.  803/756-4011. 

INTERNIST  with  an  interest  in  Gastroenterology  needed 
to  join  a  Cardiologist/Internist  in  a  rural  Louisiana 
town  from  July.  1987.  Attractive  first  year  salary, 
benefits,  and  early  partnership.  If  interested,  send  CV 
to  Manzoor  H.  Qazi,  M.D.,  1101 A  Port  Arthur  Ter- 
race, Leesville,  LA  71446. 


NCMJ  Classified  Ads  .  .  . 

Send  your  ad  to: 

Managing  Editor 

Box  3910 

Duke  University  Medical  Center 

Durham  27710 

Please  specify  the  number  of  issues  in  which  you'd  like 
it  to  appear.  Include  your  name,  address,  and  phone 
number. 

Closing  date  is  the  25th  of  the  second  prior  month.  For 
cost  and  billing  informafion,  call  919/684-5728. 
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FP,  GP,  PED,  OBIGTCN 

Nccilfd  no«  to  \M>rk  with  an  unique,  intcmationallv  respected 
rural  health  s\'stem  network  in  Kcntueky  which  includes  a 
hospital,  satellite  clinics,  a  home  health  agency  and  a  school  of 
advanced  nursing.  A  regional  medical  center  is  within  20  miles. 
The  praaice  environment  is  stimulatmg  -  physicians  and  ARNP's 
work  in  joint  practice  teams,  interaction  with  students  is 
encouraged;  the  rural  population  presents  a  great  range  and 
imensitv'  of  medical  problems. 

Thc  setting  is  in  heavily -wooded  mountains  with  a  moderate 
4-season  climate.  Seven  state  parks  are  within  80  miles. 
SupKrrior  compensation/benefits  package  includes  a  guaranteed 
salarv'  with  mcentivc5  and  malpracTiice  Call  Deborah  Pennington 
COLLECT  at  1-502-897  3S5ft 


GTfOCUS: 

healthcare 


Penny  Stocks 

an  opportunity  of  the  80's 

Current  Income,  Growth 
Potential  &  No  Commissions 

Victor  B.  Taube 

Capital  Placements  (919) 

Member  N.A.S.D.  &  S.I.P.C.  847-7234 


Theres 

Somewhere 

To  Turn 

When  Someone 

Turns  To  ^u 


When  someone  turns  to  you 

for  advice  on  drug  or  alcohol  dependency, 

turn  to  the  professionals  at 

Carolina  Manor  Treatment  Center. 


1100 Pine  Run  Drive,  Lumberton,  NC 28358 

1-800-445-7595 In  NC (919)  738-1191 

Operated  By  Southeastern  General  Hospital 
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INSTRUCTIONS  FOR  SUBMITTING 
PAPERS 

Copyright  of  an  article  published  in  the  North  Car- 
olina Medical  Journal  is  retained  by  the  author,  but 
the  copyright  to  each  entire  issue  is  the  property  of 
The  North  Carolina  Medical  Society,  and  permission 
to  reprint  all  or  any  part  of  a  published  article  must 
be  negotiated  with  the  author  and  the  editor  jointly. 
The  reprinted  material  must  carry  a  credit  line  sig- 
nifying that  it  appeared  in  the  North  Carolina  Medical 
Journal. 

Medical  articles,  editorials,  patient  oriented  arti- 
cles, letters  to  the  editor  and  all  other  text  submitted 
for  publication  must  be  double-spaced  throughout,  in- 
cluding references  and  legends.  The  material  should 
be  typed  on  one  side  of  the  paper  with  1  Vi  inch  mar- 
gins all  around.  Do  not  use  an  all-caps  or  a  script 
typeface.  Submit  one  original  and  one  copy.  Please 
be  sure  to  include  your  phone  number. 

The  author  is  responsible  for  the  accuracy  of  all 
statements  and  references.  Acronyms  and  other  ab- 
breviations should  be  kept  to  a  minimum;  any  acronym 
used  should  be  fully  translated  in  the  text.  Refer  to 
pharmaceutical  products  by  their  generic  names;  brand 
names  may  follow  in  parentheses.  Units  of  measure 
should  appear  in  the  metric  system.  References,  typed 
double-spaced,  should  be  listed  in  the  order  of  their 
citation  in  the  text,  not  alphabetically.  They  should 
follow  the  style  used  in  the  Journal. 

Illustrations  should  be  black  and  white  glossy  prints 
or  color  or  black  and  white  slides,  with  legends  typed 
in  double-space  on  a  separate  sheet  of  paper.  Since 
the  Journal  has  a  limited  budget  for  color,  it  may  be 
a  factor  in  publishing  color  illustrations. 

Attach  to  the  two  copies  of  the  manuscript  a  cover 
letter  giving  the  address  and  telephone  number  of  the 
person  who  will  correspond  about  it,  and  address  the 
completed  communication  to  the  Editor,  Box  3910, 
Duke  University  Medical  Center,  Durham,  NC  27710. 

All  manuscripts  are  subject  to  editorial  changes.  If 
extensive  revision  is  necessary,  the  author  will  receive 
a  draft  of  the  edited  article  for  approval  before  pub- 
lication. 

Authors  interested  in  more  effective  writing  may 
find  The  Elements  of  Style  by  Strunk  and  White  and 
How  to  Write  and  Publish  a  Scientific  Paper  by  Day 
helpful. 

Extracted,  with  permission,  from  Virginia  Medical  with  thanks. 
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HeRPecin-Q: 


herpes  labiaiis 

"HERPECIN-L  is  my  treatment  of  choice  for 

perioral  herpes."  GP,  NY 


"HERPECIN-L  appears  to  actually  prevent  the 
blisters  . .  .  used  soon  enough."       DDS,  MN 

"HERPECIN-L'.  .  .  a  conservative  approach 
v\/ith  low  risk/high  benefits."  MD,  FL 

"Used  at  prodromal  symptoms  .  .  .  blisters 
never  formed  . . .  remarkable."  DH,  MA 

"(In  clinical  trials) . . .  response  was  dramatic. 
HERPECIN-L  .  .proven  far  superior."  DDS,  PA 

"All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  .  .  .  HERPECIN-L 
averted  the  attacl<s."  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories. 
Inc.  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  North  Carolina  HERPECIN-L  is  available  at  all  Crown,  Eckerd, 
Kerr,  Mutual  Drug,  Revco  and  RiteAid  and  other  select  pharmacies. 


See  the  difference  in  the  first  week' 


Significantly  faster  relief- 62%  of 
total  four-week  improvement 
evident  in  first  week  versus  44% 
with  amitriptyline  alone^ 

Dramatic  first-week  reduction  in 
somatic  complaints^ 


Nauseo         Vomiting      Constipation      Anorexia       Heodoche 


%  Reduction  in  Somatic  Sympioms 


Only  Vs  the  dropout  rate  due  to 
side  effects  of  amitriptyline  alone, 
although  the  incidence  of  side 
effects  is  similar^ 


Caution  patients  about  the  combined  effects  of  Limbitrol  with  alcohol  or 
other  CNS  depressants  and  about  activities  requiring  complete  mental 
alertness,  such  as  operating  machinery  or  driving  a  cor  In  general,  limit 
dosage  to  the  lowest  effective  amount  in  eldeHy  patients. 

Copyright  ©  1987  by  Roctie  Prodych  Inc.  All  rights  reserved 


PI 

1//^ 

H         '    W     Id 

Protect  your  decision. 
Write  "Do  not  substitute." 

Limbitrol' 

Each  tablet  contains  5  mg  chlordiazepoxide  and      /jw* 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)     \[j^ 

LimbitroiDS 

Each  tablet  contains  10  mg  chlordiazepoxide  and     /jw 
25  mg  amitriptyline  (as  the  hydrochloride  salt)  vY, 


References:  1.  Feighner  Jp  el  al  Psychophormacology  6}  21 7-225.  Mar  22,  1979  2.  Data  on  tile, 
Hotfmann-Lo  Roche  Inc  ,  Nutley,  NJ 


Unihltror(5; 

ironqu  illzer— Antidepressant 

Before  prescribing,  please  consult  complete  product  Information,  a  summary  of  which  follows: 

Indications:  Relief  of  moderaJe  lo  severe  depression  ossocialed  wilh  moderate  lo  severe  onxiety 
Contraindications:  Kriown  hvpersensilivity  lo  benzodiozepines  or  fncyclic  oritidepressonts  Do  nol  use 
with  monoamine  oxidose  (MAO)  inhibitors  or  wilhin  14  days  following  discontinuation  ol  MAO  inhibitors 
since  hyperpyretic  cnses,  severe  convulsions  and  deaths  have  occurred  with  concomitant  use,  then 
initiate  cautiously  gfoduolly  increasing  dosoge  until  optimal  response  is  ochieved  Contromdicoled 
during  acute  recovery  phase  following  myocordiol  infofction 

Womlrtgs:  Use  with  greot  core  in  patients  with  history  of  unnory  retention  or  angle-ctosure  glaucoma 
Severe  constipation  may  occur  m  potients  taking  incvclic  ontidepressanls  and  anticholinergic -type 
drugs  Closely  supervise  cordiovascular  patients  (Arrtiythmios,  smuslachycordiaand  protongotionot 
conduction  time  reported  with  use  of  tricyclic  ontidepressants,  especially  high  doses  Myocordiol 
intarcfion  and  stroke  reported  with  use  ol  this  doss  of  drugs  )  Caution  patients  obout  possible  combined 
effects  with  olcohol  and  ottier  CNS  depressonts  and  ogoinsf  hazardous  occupotions  requiring  complete 
mental  alertness  (eg ,  operofing  machinery  dnving) 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  dunno  the  first  trimester  should  olmost 
olwoys  be  avoided  because  ol  Increased  risk  ot  congenital  malformations  as  suggested 
In  several  studies.  Consider  possibility  ot  pregnancy  when  instituting  therapy;  advise 
patients  lo  discuss  therapy  it  they  intend  to  or  do  become  pregnant. 
Since  physicol  and  psychoiogicol  dependence  to  chlordiazepoxide  hove  been  reported  lorely  use 
caution  in  odminisfenng  Limbitrol  to  oddicfion-prone  individuals  or  those  *iUo  might  increase  dosage, 
withdrowol  symptoms  following  discontinuation  of  either  component  olone  have  been  reported 
(nausea,  heodoche  and  maloise  (or  omitnpryline,  symptoms  [including  convulsions]  similar  to  those 
ol  barbiturate  withbrawof  tor  chlordiazepoxide) 

Precautions:  Use  with  caution  m  patients  wilh  o  history  ot  seizures,  in  hyper  thyroid  patients  or  those 
on  thyroid  medication,  and  in  potients  with  impoired  renal  or  hepatic  function  Because  of  the  possibility 
of  suicide  in  depressed  patients,  do  not  permit  eosy  occess  to  lorge  quantifies  in  these  patients  Penodic 
liver  function  tests  ond  blood  counts  ore  recommended  during  prolonged  treotment  Amitriptyline 
component  may  block  oction  of  guanethidine  or  similor  antihypertensives  When  tricyclic  antidepres- 
sants ore  used  concomitantly  with  cimetidine  (Togomet),  cfmicolly  significant  effects  hove  been  reported 
involving  deloyed  eliminotion  ond  increasing  steody  stote  concentrations  ot  the  tricyclic  drugs 
Concomilonl  use  of  Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated,  sedative  effects 
may  be  odditive  Discontinue  several  days  before  surgery  Limit  concomilonl  administrotion  ot  eCT  to 
essential  treatment  See  Warnings  for  precautions  obout  pregnancy  Limbitrol  should  not  be  token 
dunng  the  nursing  penod  Not  recommended  in  children  undei  12  tn  the  elderly  and  debilitated,  limit  to 
smallest  effective  dosoge  to  preclude  ataxia,  oversedohon,  contusion  or  onticholinergic  effects 
Adverse  Reactions:  Most  frequently  reported  are  those  ossociofed  with  either  component  alone 
drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizziness  ond  bloating  Less  frequently  occumng 


reoctions  include  vivid  dreoms,  impotence,  tremor  confusion  andnosol  congestion  Many  depressive 
symptoms  including  onorexio,  fatigue,  weakness,  restlessness  and  lethargy  hove  been  reported  as 
side  effects  ol  both  Limbitrol  and  omilnptylme  Gronulocyfopenio,  jaundice  and  hepotic  dysfunction 
hove  been  observed  rarely 

The  lollowmg  list  includes  adverse  reoctions  not  leporfed  with  Limbitrol  but  requiring  considerotion 
becouse  they  have  been  reported  with  one  or  both  components  or  closely  related  drugs 
Cardiovascular  Hypotension,  hypertension,  fochycordio,  polpitations,  myocordiol  intorction. 
arrhythmias,  heart  block,  stroke 

Psychiatric  Euphono,  oppiehension,  poor  concentration,  delusions,  hollucmafions,  hypomonioand 
increosed  or  decreosed  libido 

Neurologic  Incoordination,  aloxia,  numbness,  tingling  ond  paresthesias  ol  the  extremities,  exfro- 
pyramidal  symptoms,  syncope,  changes  in  EEG  patterns 

Anticholinergic  Disturtwnce  of  accommodation,  paralytic  ileus,  unnory  retention,  dilototton  of  unnory 
tract 

AJIergic  Skin  rash,  urticaria,  photosensifizofion,  edemo  of  face  ond  tongue,  pnjrilus 
Hematologic  Bone  marrow  depression  including  ogronulocyfosis.  eosinophilic,  purpuro,  thrombocy- 
topenia 

Gastrointestinal  Nausea,  epigostnc  distress,  vomiting,  anorexia,  stomatitis,  peculiar  toste,  diorrtieo, 
black  tongue 

Endocrine  Testiculor  swelling  and  gynecomostio  in  the  mole,  breast  enlorgemenl,  golactorrhea  ond 
minor  menstmol  irregulonfies  in  the  female,  elevolion  and  lowering  ot  blood  sugar  levels,  and  syndrome 
of  inoppropnate  ADH  (antidiuretic  hormone)  secretion 

Other  Heodoche.  weight  gom  or  loss,  increased  perspiration,  urinary  frequency  mydnosis,  jaundice, 
alopecio,  parotid  swelling 

Overdosoge:  immediately  hospitalize  patient  suspected  ot  having  token  on  overdose  Treatment  is 
symptomatic  and  supportive  I V  administration  of  I  lo  3  mg  physostigmme  solicylofe  hos  been 
reported  lo  reverse  the  symptoms  ol  omitnptyline  poisoning  See  complete  product  informotion  (or 
manifestation  and  treatment 

Dosage:  Individuohze  occording  lo  symptom  seventy  and  potient  response  f^educe  to  smollest  effective 
dosage  when  salisloctory  response  is  obtoined  Larger  portion  ol  doily  dose  may  be  token  al  bedtime 
Single  h  s  dose  moy  sullice  (or  some  patients  Lower  dosoges  ore  recommended  for  the  elderly 
Limbitrol  OS  (double  strength)  Tablets,  initial  dosoge  of  three  or  tour  toblets  doily  in  divided  doses, 
increased  up  lo  six  tablets  or  decreased  lo  two  tablets  daily  as  required  LimOitrol  Tablets,  inifial  dosoge 
ot  three  or  (our  tablets  daily  in  divided  doses,  tor  patients  who  do  nol  tolerate  higher  doses 
How  Supplied:  Double  stren0h  (DS)  Tablets  white,  film-coaled,  each  containing  10  mg  chlordiaze- 
poxide and  25  mg  amitriptyline  (os  the  hydrochlonde  solt).  and  Tablets,  blue,  film-cooted,  eoch 
contoining  5  mg  chlordiozepoxide  and  12  5  mg  omilriplyline  (os  the  hydrochloride  solt)  Avoiloble  in 
bottles  ol  100  and  500,  Tel-E-Dose*  packages  of  100,  Prescnption  Poks  ot  50 
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Each  tablet  contains  5  mg  chlordiaze^ide  and     /T\  7 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)     v}^ 

Limbitro 

Each  tablet  contains  10  mg  chlordiazepoxide  and     /iw' 
25  mg  amitriptyline  (as  the  hydrochloride  salt)  vj, 
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FINALLY.. .AN  Rx  FOR  MDs  Messages.  Missed  ones. ..mishandled  ones. .frivolous  ones. 

The  bane  of  your  existence.  The  only  effective  prescription  is  being  able  to  discriminate  between 

them. ..to  know  which  are  true  emergencies,  and  which  allow  you  to  enjoy  some  semblance 

of  private  time.  DIAL  PAGE  is  that  prescription! 

We  have  the  cure  for  limited  coverage.  We  reach  you  as  you  travel  from  hospital 

to  hospital,  in  or  out  of  town. ..even  out  of  state,  with  our  new  Interstate  Paging  Network. 

And  we're  compatible  with  your  present  TAS.  We  give  you  a  choice  of  how  you  can  tx 

paged.. .from  simple  tone-only  alert  to  detailed,  written  messages.. .you  don't  have  to  drop  what 

you're  doing  to  go  to  the  phone. 

For  over  20  years,  we've  treated  every  symptom  of  ineffective  communications 

with  the  choicest  remedy.. .state-of-the-art  equipment  and  the  finest  service.  That's  what  has 

made  us  the  ff  I  paging  company  in  the  Southeast.  Get  instant  relief.. .call  us  today. 

CONTACT  YOUR  LOCAL  DIAL  PAGE  REPRESENTATIVE  OR,  CAU  TOU-FREE, 
1-800-845-PAGE  (IN  SC  AREAS,  1-800-922-PAGE). 
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PHYSICIANS, 
SCHEDULE  SOME 

TIME  FOR 
YOURCOUNTRT. 


Colonel  Walter  J.  Pories,  MC 

3274th  US  Army  Hospital,  Durham,  NC 
and  Chairman,  Dept.  of  Surgery.  East 
Carolina  University  School  of  Medicine, 
Greenville,  NC 

Many  physicians  would  like  to  devote  some 
time  to  their  country  in  a  local  Army  Reserve  unit. 
We  know  that  making  a  weekend  commitment  can 
be  difficult  for  most  physicians.  So  it  is  practical  for 
the  Army  Reserve  units  to  be  flexible  about  time. 
It's  worth  discussing. 

Incidentally,  in  addition  to  satisfying  your  own 
desire  to  serve  your  country,  there  are  exceptional 
opportunities  to  do  something  totally  different  from 
a  day-to-day  routine.  Opportunities  to  study  new 
areas  of  medicine,  meet  new  people  in  your  special- 
ty, and  be  a  part  of  one  of  the  world's  most  advan- 
ced medical  teams. 

Discuss  the  opportunities  with  our  Army 
Medical  Personnel  Counselor.  Call:  (919)  493-1364 
or  493-4107  Collect.  Or  Write: 

Army  Reserve  Medicine 

2634  Chapel  Hill  Blvd. 

Suite  205 

Durham,  NC  27707 

ARMY  RESERVE. 
BE  ALLYOU  CAN  BE. 
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IMPHCABLE 


RNINOTGIVING 


■■1.1  think  I  have 
lumbago. 

2.  I'm  type  Z 
negative. 

3.  I'm  on  the 
grapefmit  diet. 

4.1  gave  six 

months  ago. 
5. 1  just  got  back 

from  Monaco. 
6. The  lines  are 

thirteen  blocks 

long. 
7.  My  mother  won't 

let  me. 

.1  didn't  sign  up. 
.I'm  going  out 

of  town. 
10. Asthma  runs  in 

my  family. 

1 1 . 1  forgot  to  eat 
this  moming. 

12.  I'm  allergic  to 
flowering 
magnolia. 


8. 
9. 


Each  one's  a  doozy, 

but  we're  hoping  you 

won't  use  any  of  them. 

Give  blood  through  the 

American  Red  Cross. 
Please,  don't  chicken  out. 

EXCUSES  DONT  SAVE  LIVES. 
BLOOD  DOES. 


American 
Red  Cross 


+ 


Now  America's 

oldest  professional 

liability  insurer 

has  come  to 
North  Carolina. 


The  newest  professional  liability 
insurer  in  North  Carolina  is  the 
oldest  in  the  nation.  The  Medical 
Protective  Company  pioneered 
the  concept  of  professional  pro- 
tection before  the  turn  of  the 
century  and  has  been  serving 
doctors  exclusively  ever  since. 
Through  good  times  and  bad. 

With  the  current  liability  crisis 
escalating,  you  need  to  take  a 
close  look  at  your  coverage  and 
the  company  that  stands  behind 
it.  Then  take  a  close  look  at  us. 
You'll  see  we  carry  the  highest 


rating  from  A.M.  Best,  the  firm 
that  tracks  the  financial  stability 
of  insurance  companies  nation- 
wide. Beyond  that,  you'll  find 
complete  protection  at  premium 
rates  that  are  likely  lower  than 
you're  currently  paying.  Plus 
the  personal  attention  and 
claims  prevention  assistance 
you  deserve. 

Contact  Stu  Mitchelson  today  at 
704/541-8020.  He's  the  oldest 
company's  representative  in  its 
newest  state.  And  he's  here  to 


serve  you. 


<t*;c3i 


Stuart  Mitchelson,  P.O.  Box  13489 
Charlotte,  North  Carolina  28211,  (704)  541-8020 
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SCIENTIFIC        ARTICLE 

Breast  Imaging  Techniques 

Current  Status 


John  T.  Cuttino,  Jr.,  M.D. 


Breast  cancer  is  now  the  most  frequent  cancer  and 

leading  cause  of  death  in  women,  affecting  one  out 

of  every  1 1  American  women.  The  accurate  and 

early  detection  of  breast  cancer  is  essential  in 

controlling  this  disease. 


It  has  now  been  well  shown  that  mammography  is  useful 
in  screening  for  breast  cancer."  It  is  incumbent  on  the 
radiologist  to  provide  the  optimal  technique  and  expertise 
in  the  performance  and  interpretation  of  mammograms. ■* 

There  are  many  current  modalities  to  image  the  breast, 
including  film-screen  mammography,  xeromammography, 
ultrasound  mammography,  diaphonography,  thermography, 
computerized  axial  tomography,  and  magnetic  resonance 
imaging.  Let  us  briefly  examine  these  modalities  and  then 
propose  a  rational  approach  to  diagnosis. 

Film  Screen  Mammography 

Film-screen  mammography  has  improved  markedly  in  the 
past  decade,  in  part  because  of  improvements  in  film-screen 
systems.  Currently  in  use  are  units  dedicated  to  mammog- 
raphy. The  most  important  breakthrough  was  the  develop- 
ment of  the  low  kilovoltage  anode  (Molybdenum)  tube. 

The  state-of-the-art  system  employed  today  is  a  dedicated 
unit  with  built-in  compression  devices.  This  is  combined 
with  high-speed  films  and  screens  and  grids.  The  result  is 
a  marked  reduction  in  radiation  dosage  and  improvement  in 
contrast  resolutions.  In  addition  to  these  advantages,  these 
radiographic  systems  are  very  reliable,  with  little  "down 
time."  Disadvantages  are  the  restricted  usability  of  the 
equipment,  since  it  has  few  uses  other  than  mammography, 
and  greater  technical  difficulty  in  obtaining  satisfactory  im- 
ages. Vigorous  compression  is  necessary  for  the  best  images 
and  it  is  necessary  to  view  the  radiographs  with  a  hand 
magnifying  lens  to  best  see  microcalcifications.'" 


Xeromammography 


From  the  Department  of  Radiology,  University  of  North  Carolina 
School  of  Medicine,  Chapel  Hill,  27514. 


Xeromammography  uses  an  aluminum  plate  coated  with 
selenium  alloy  sensitive  to  x-rays.  The  selenium  plates  are 
conditioned  (charged).  Incident  x-rays  dissipate  areas  of  the 
charge  and  form  an  electrostatic  latent  image.  This  results 
in  a  "charge  pattern"  indicative  of  the  actual  x-ray  image. 
The  plate  is  developed  by  exposing  the  charged  plate  to  a 
toner  which  adheres  to  the  charges  (proportionally).  The 
image  is  transferred  to  a  special  paper  and  the  paper  is  heated 
so  the  toner  will  adhere  to  it. 

The  xeroradiographic  process  results  in  less  contrast  in 
the  image  than  with  film-screen  systems  but  produces  an 
image  with  edge  enhancement.  This  makes  calcifications 
and  certain  lesions  stand  out  more.  The  images  can  be  made 
with  any  suitable  radiographic  equipment.  In  addition  to 
these  advantages,  xeromammography  enables  better  imag- 
ing of  the  chest  wall,  and  eliminates  the  need  for  vigorous 
compression.  Disadvantages  include  a  higher  frequency  of 
repair  (high  "down  time")." 

There  is  little  difference  in  accuracy  of  diagnosis  between 
film-screen  mammography  and  xeromammography.  Both, 
when  done  properly  by  experienced,  dedicated  personnel 
and  interpreted  by  equally  experienced,  dedicated  radiolo- 
gists, can  give  excellent  results.' 


Ultrasound 

In  the  last  five  years,  ultrasound  mammography  has  been 
underdevelopment.  It  was  hoped  that  ultrasound,  being  free 
of  radiation  risk  and  observable  deleterious  effects,  would 
take  its  place  as  the  screening  modality  of  choice  in  breast 
diseases.  Ultrasound  can  be  used  as  a  dedicated,  automated 
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unit  which  produces  "CT-like"  images  in  the  longitudinal 
and  sagittal  planes  and  records  them  on  video  tape.  It  can 
also  be  used  as  a  hand-held  small  parts  scanner  (7.5-10 
MHz.  transducer)  to  evaluate  the  breasts.  The  accuracy  of 
differentiating  cystic  from  solid  lesions  approaches  100%. 
It  can  be  useful  in  evaluating  the  "dense"  breast  which  is 
difficult  to  evaluate  by  film-screen  and  xeromammography. 
This  is  of  particular  benefit  in  young  premenopausal  women 
who  may  normally  have  dense  breasts  and  in  whom  one 
would  like  to  reduce  the  radiation  dose. 

Advantages  of  Ultrasound  mammography,  then,  are  no 
radiation  and  accurate  cyst/solid  differentiation.  Unfortu- 
nately, ultrasound  has  not  been  shown  to  be  good  in  the 
screening  situation  and  is  not  as  good  as  film-screen  or 
xeromammography.''  The  dedicated  ultrasound  mammog- 
raphy equipment  is  costly  and  has  virtually  no  other  uses. 
Hand-held  units  can  have  many  other  uses  and  are  useful 
as  an  adjunct  to  film-screen  or  xeromammography. 


Diaphonography 

Diaphonography,  or  transillumination,  involves  shining  a 
light  through  the  breast  to  illuminate  its  interior.  Different 
tissues  scatter  light  in  different  ways  and  these  differences 
can  be  perceived  by  infrared-sensitive  cameras.  Currently 
fiberoptic  hand-held  light  sources  are  used. 

Advantages  are  much  the  same  as  with  ultrasound;  no 
radiation  and  no  known  hazard.  Unfortunately,  diaphon- 
ography has  not  been  reliable  in  demonstrating  small  cancers 
and  thus  cannot  be  recommended  as  a  screening  tool.'' 


Initial  studies  show  that  CT  can  be  useful  in  detecting 
breast  cancer,  especially  in  dense  breasts  which  are  difficuh 
to  examine  by  mammography.  Unfortunately,  the  technique 
requires  relatively  high  x-ray  exposures,  contrast  injection 
with  its  inherent  dangers,  and  expensive  equipment.  Thus 
it  is  not  to  be  recommended  as  a  screening  tool.' 


Magnetic  Resonance  Imaging 

MRI  utilizes  nuclear  magnetic  properties  to  generate  an 
image  in  much  the  same  way  as  CT  uses  x-rays.  Currently 
under  development  and  in  the  experimental  stages,  MRI  can 
detect  large  breast  cancers.  It  remains  to  be  seen  whether 
MRI  will  be  able  to  improve  upon  film-screen  mammog- 
raphy or  xeromammography  in  detecting  breast  cancer.' 


Summary 

There  are  several  diagnostic  modalities  available  to  image 
the  breast.  All  have  advantages  and  disadvantages.  At  the 
present  time,  screening  mammography  is  best  performed 
with  film-screen  mammography  or  xeromammography.  Both 
of  these  modalities,  when  performed  and  interpreted  prop- 
erly, can  detect  "minimal  breast  cancer"  before  the  lesions 
are  clinically  apparent.'  Ultrasound  is  useful  as  an  adjunct 
to  further  evaluate  a  palpable  lump  or  a  lesion  detected  by 
mammography.'  Ultrasound  and  diaphonography  are  not 
recommended  in  the  screening  situation.  Thermography  has 
no  role  at  all.  CT  and  MRI  are  still  in  developmental  stages 
and  may  be  useful  in  specialized  situations.  ■ 


Thermography 

Thermography  is  a  technique  where  heat  (as  infrared  radia- 
tion) can  be  pictured  with  specialized  photographic  tech- 
niques. Breast  heat  patterns  are  symmetrical  except  when 
altered  by  areas  of  altered  metabolism,  which  appear  as 
"hot"  areas.  Tumors  that  are  rapidly  growing  have  an  in- 
creased blood  supply  and  therefore  appear  as  "hot  spots" 
on  the  thermogram. 

Unfortunately,  almost  all  alterations  from  normal,  in- 
cluding those  from  benign  causes,  appear  as  "hot  spots." 
Thus  the  use  of  thermography  is  not  recommended  as  a 
screening  modality  in  evaluating  breast  diseases. - 


Computerized  Axial  Tomography 

CT  is  in  the  experimental  stage  for  purposes  of  evaluating 
breast  diseases.  The  computerized  reconstruction  of  x-rays 
passing  through  the  breasts  permits  evaluation  of  multiple 
images  of  the  breasts. 
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Rocephin  IV  iM 

ceftriaxone  sodium/Roche 

Berore  prescribing, pleate  coniull  complele  product  inloFmalion,  a  summary  ol  which  loNowi 

MICfOBIOiOCy  The  SaciencicJai  acrmry  ol  ceflnanone  resulls  Jrom  rntiibilion  ol  cell  wail  synlhesis 

Cellnajione  has  a  hgh  oeg/ee  ol  stabilily  m  Ihe  piesence  or  bera  laclamases  bolh  penicillinases  and 

cephalosporinases  o'  gram  negalrve  and  gram  posiirve  baclena  Cellna<one  is  usually  adrve  agamsi  the 

(allowing  micrDorganisms  m  vilro  arxj  in  clinical  inleclions  (see  Indicalions  and  Usage) 

GRAM  NEGATIVE  AEROBES   Entembacle'  aerogenes.  fnienafcacler  c'oacae  Escherichia  coli.  Hae 

mopfiilus  mlluemae  (including  ampicillin  resiSIanl  sirains),  H  parainfluenzas.  Klebsiella  species  (mclud 

ing  K  pneumoniae).  Neissena  gonorrhoeae  (including  penicillinase  and  nonpemciUmase  producing 

strains)   Neissena  meningiliOis.  Proleus  rnirab'lif,,  P/ofeus  vulgaris.  Morganella  morgami  anO  Serrada 

marcescens 

Nole  Many  slrams  of  the  above  organisms  ihal  are  muHipIv  resislanl  lo  otfier  aniiDiolics.  eg .  penicillins. 

cepfiaiospofins  arO  aminoglycosides,  are  susceplible  lo  ceMnanone  sodium 

Cetlnarone  is  also  aclrve  agamsi  many  slrams  o'  Pseudomonas  aeruginosa 

GRAM  POSITIVE  AEfK)8ES   Slaphylococcus  aweus  (including  penicillinase  producing  slrams]  and 

SfapAiytococcus  epidermidis  (Nole  methiciilm  resistant  slaphylococci  are  resislanl  lo  cephaiosponns, 

including  cellnamne).  SirBpiococcus  pyogenes  (Group  A  beta  hem oiy lie  sireplococci)  Sfrep/ococcos 

agalacliae  IGioup  B  sireplococci)  and  Sirep'ococcus  pr^eurr^omae  (Nole  Mosi  slrams  ol  enlerococci. 

Sireplococcus  laecalis  and  Group  D  sireplococci  are  resistant ) 

CedrianDne  also  demonstrates  in  vilm  aclivily  agamsi  Ihe  loliowmg  microorganisms,  allhough  the  climcal 

Signilcance  IS  unknown 

GRAM  NEGATIVE  AEROBES  Olrobacler  Ireundn,  Citrobacier  arversus.  Provrdenca  species  (including 

Pfoifldenca  rellgen).  Sa'mone"a  species  {including  S  typhi).  Shigella  species  and  /^cmefobacler 

ca/co3ceicus 

ANAEROBES  Baclemides  species,  C'OS'rnJu/m  species  (Nole  most  slrams  of  C  ailicile  are  resistant) 

SUSCEPTlBlLITf  TESTING   Slandard  susceptibility  disk  method   Quaniiiative  melhods  that  require 

measuremeni  ol  zone  diameters  give  the  most  precise  esUmale  ol  antibiotic  susceptibility  One  such 

procedure  (Bauer  AW  Kirby  WMM,  Shems  JC,  Turck  M  Aniibiolic  Susceptibility  Tes ling  by  a  Standardi?ed 

Single  Disk  Method,  Am  J  cim  Pathol  45  J 93  496, 1966  Standardized  Disk  Susceptibility  Test  FeCe'al 

Register  39  19182  19184  1974,  National  Committee  lor  Clinical  Laboratory  Standards,  Approved  Stan 

dard  ASM  2,  Perlormance  Standards  lor  Aniimicrobiai  Disk  Susceptibility  Tesis,  July  1975 )  has  been 

recommended  lor  use  wrlh  disks  lo  test  susceplibility  lo  cellnanone 

Laboralory  results  ol  the  standardized  single  disK  susceptibility  lest  using  a  30-mcg  ceftriaxone  disk 

should  be  interpreted  according  to  Ihe  tollowing  ihree  cnlena 

1  Susceptible  organisms  produce  zones  o(  18  mm  or  greater  indicating  thai  the  tested  organism  is  likely 
to  respond  lo  itierapy 

2  Organisms  thai  produce  zones  ol  14  lo  17  mm  are  expecled  lo  be  susceptible  it  a  high  dosage  (not  to 
exceed  A  gm  per  day)  is  used  or  it  the  mleclion  is  conlmed  to  tissues  and  Huids  (eg.  urine),  m  which 
high  aniibiolic  levels  are  at  lamed 

3  Resistant  organisms  produce  rones  ol  13  mm  or  less,  indicating  ihai  other  therapy  stioutd  be  selected 
Organisms  should  be  tested  with  the  cellraxone  disk,  since  ceftriaxone  has  been  shown  by  in  vitro  tests 
lo  be  active  agamsi  certain  strains  lound  resislani  to  cephalosponn  class  disks 

Organrsms  having  zones  ol  less  than  18  mm  around  the  cephalothm  disk  are  not  necessarily  ol 
intermediate  susceptibiiily  or  resistant  to  ce'tria"one 

Standardized  procedures  require  use  of  control  organisms  Ihe  30mcg  cetlriaxooe  disk  should  give  zone 
diameters  between  ?9  and  35  mm,  22  and  2B  mm  and  1 7  and  23  mm  lor  the  reference  slrams  E  coli  AtCC 
25922  S  aureus  ATCC  25923  and  P  aeruginosa  ATCC  27853,  respectively 

DILUTION  TECHNIQUES  Based  on  the  pharmacokinetic  profile  of  ceftriaxone  a  bacterial  isolate  may  be 
considered  susceptible  it  Ihe  MIC  value  (or  ceftnarone  is  not  more  than  16  mcg/mi  Organisms  are 
considered  resistant  lo  ceMnaxone  i(  Ihe  MIC  is  equal  lo  or  greater  than  6A  mcg/ml  Organisms  having  an 
MIC  value  of  less  than  64  mcg/ml  but  greater  than  16  mcg/mi  are  e-pected  lo  be  susceptible  it  a  high 
dosage  (not  to  exceed  4  gm  per  day)  is  used  or  i1  the  mleclion  is  contined  lo  tissues  and  Ituids  (eg.  unne). 
in  which  high  antibiotic  levels  are  attained 

£  coll  ATCC  25922,  S  aureus  ATCC  25923  and  P  aeruginosa  ATCC  27853  are  also  the  recommended 
relerence  slrams  (or  controlling  ceftriaxone  dilution  tests  Greater  than  95%  of  MtCs  (or  the  E  coli  strain 
should  fall  wiihm  Ihe  range  o(  0  016  lo  0  5  mcg/mi  The  range  (or  the  S  aureus  Strain  shook]  be  1  to  2 
mcg/ml  while  tor  the  P  aeruginosa  Strain  Ihe  range  should  be  8  lo  64  mcg/ml 

INDICATIONS  AND  USAGE  Rocephin  is  mdicaled  lor  the  treatment  of  the  (ollowmg  infections  when 
caused  by  susceptible  organisms 

UDWER  RESPIRATORY  TRACT  INFECTIONS  caused  by  Sfrep  pneumoniae,  Sfreplococcus  species 
(excluding  enlerococci).  Staph  aureus.  H  influenzae.  H  parainlluenzae.  Klebsiella  species  (including  K 
pneumoniae).  E  coir  E  aerogenes.  Proleus  mrabilis  and  Serralia  marcescens 

SKIN  AND  SKIN  STRUCTURE  INFECTIONS  caused  by  Sfap"  aureus.  Staph  epidermiOis.  Sireplococcus 
species  (excluding  enlerococci).  E  cloacae.  Klebsiella  species  (including  K  pneumoniae).  Proleus 
rriiratiilis  and  Pseudomonas  aeruginosa 

URINARY  TRACT  INFECTIONS  (compliLaied  and  uncomplicated}  caused  by  f  cair  Proteus  mirabilis. 
Proteus  vulgaris.  M  morgann  and  Klebsiella  species  (including  K  pneumoniae) 
UNCOMPLICATED  GONORRHEA  (cental /urethral  and  rectal)  caused  by  Neisseria  gonorrhoeae. 
irKludmg  both  penicillinase  and  nonpeniciUmase  producing  strains 
PftWC  INFLAMMATORY  DISEASE  caused  by  N  gonorrhoeae 

BACTERIAL  SEPHCEMiA  caused  by  Staph  aureus.  Strep  pneumoniae  E  coli.  H  mlluemae  and  K 
pneumoniae 

BONE  AND  JOINT  INFECTIONS  caused  by  Staph  aureus  Strep  pneumoniae.  SirBptococcus  species 
(excluding  enlerococci).  £  coli,  P  mirabilis.  K  pneumoniae  and  Enierobacter  species 
INTRA  ABDOMINAL  INFECTIONS  caused  by  £  co'i  and  K  pneumoniae 

MENINGITIS  caused  by  H  miluenzae.  N  meningitidis  and  Strep  pneumoniae  Ollriaxone  has  also  been 
used  successluliy  m  a  timiied  number  ol  cases  o(  meningitis  and  shunt  m(eaions  caused  by  Staph 
epidermidis  and  E  coli 

PROPHYLAXIS  The  administration  ol  a  single  dose  o(  cettnaione  preopeialively  may  reduce  the  mci 
dence  ol  posloperatrvc  miections  m  patients  undergoing  coronarv  artery  bypass  surgery 
Although  ceflriaxone  has  been  shcrwn  to  have  been  as  e'teclive  as  cetazoim  m  the  prevention  ol  mleclion 
fOllowtng  coronary  artery  bypass  surgery,  no  pi  ace  bo -control  led  trials  have  been  conducted  to  evaluate 
any  cephalosporin  antibiotic  rn  the  prevention  o(  in(ection  loltowing  coronary  artery  bypass  surgery 
SUSCEPTIBILITY  TESTING  Before  instituting  |:ealmeni  with  Rocephin,  appropnale  specimens  should 
be  obtained  lor  isolation  of  the  causative  organism  and  tor  determination  o(  ils  susceptibility  lo  the  drug 
Therapy  may  be  instituted  prior  lo  obtaining  results  ot  susceptibility  testing 

CONTRAINDICATIONS:  Rocephm  is  c on ira indicated  in  patients  with  known  allergy  lo  the  cephalosporm 
class  ol  antibiotics 

WARNINGS,  BEI^ORE  THERAPY  WITH  ROCEPHIN  IS  INSTITUTED  CAREFUL  INQUIRY  SHOULD  BE 
MADE  ID  DETERMINE  WHETHER  THE  PATIENT  HAS  HAD  PREVIOUS  HyPERSENSITIVtrr  REAC 
TIONSTDCePHALOSPORiNS,  PENICILLINS  OR  OTHER  DRUGS  THIS  PRODUCT  SHOULDBE  GIVEN 
CAUTIOUSLY  TD  PENICILLIN  SENSITIVE  PATIENTS  ANTIBIOTICS  SHOULD  BE  ADMINISTERED  WITH 
CAUTION  TO  ANY  RftTlENT  WHO  HAS  DEMONSTRATED  SOME  FORM  OF  ALLERGY  PARTICULARLY 
TDDRUGS  SERIOUS  ACUTE  HYPERSENSITIVITY  REACTIONS  MAY  REQUIRE  THE  USE  OF  SUB("UTA 
NEOUSERNEPHRINE  AND  OTHER  EMERGENCY  MEASURES 

Pseudomembranous  colitis  has  been  reported  with  the  use  of  cephaiosponns  (and  other  broad  spec 
irum  antibiotics),  therefore,  it  is  important  lo  consider  its  diagnosis  m  palienls  who  de«lop  diarrhea  m 
'h  antibiotic  use 


ROCEPHIN' (cB'Iriaionesodlurn/Roche) 

Treaimeni  with  broad  spectrum  antibiotics  alters  the  normal  flora  ol  tfw  coKm  and  may  permil  overgrowth 
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Selective  Endoscopic  Treatment  of 
Bronchogenic  Carcinoma  with  the 
Carbon  Dioxide  Surgical  Laser 

An  Uncommon  New  Indication  for  Laser  Bronchoscopy 


James  A.  Koufman,  M.D.,  and 
R.  Bradley  Thomason  III,  M.D. 


Carcinoma  of  the  lung  is  the  most  common  fatal  cancer  in 
men  and  is  second  only  to  breast  cancer  in  women.'  The 
stage  at  diagnosis  ultimately  determines  the  prognosis  and 
potential  for  any  given  therapy.  Although  there  are  several 
modes  of  treatment  available,  excisional  surgery  forms  the 
cornerstone  of  therapy  and  is  the  major  potentially  curative 
therapeutic  option.  In  certain  patients,  however,  such  as 
those  with  bilateral  lung  tumors,  major  excision  of  lung 
parenchyma  (e.g.,  pneumonectomy,  lobectomy)  may  not  be 
feasible.  It  is  in  such  cases  that  laser  surgery  may  prove  to 
have  an  important  role,  and  we  present  such  a  case  here. 
The  patient  underwent  a  lobectomy  of  the  left  upper  lobe 
and  laser  bronchoscopy  of  a  nearly  obstructing  lesion  of  the 
right  mainstem  bronchus,  with  no  evidence  of  recurrence 
of  either  carcinoma  after  two  years. 

The  traditional  role  of  endobronchial  laser  surgery,  i.e., 
mainly  to  debulk  obstructing  tumor  recurrences  as  a  purely 
palliative  tool,  is  challenged  by  the  outcome  in  this  case. 
Indeed  in  selected  cases,  when  no  other  options  seem  fea- 
sible, bronchoscopic  laser  surgery  may  offer  a  potential 
cure. 


Case  Report 

Two  years  after  a  normal  chest  x-ray,  a  59-year-old  Cau- 
casian man  was  admitted  with  complaints  of  progressive 
dyspnea  for  one  year,  some  hemoptysis,  and  a  five-pound 
weight  loss  over  the  previous  six  months.  The  past  medical 
history  revealed  borderline  hypertension,  arthritis,  and 


From  the  Sections  on  Otolaryngology  and  General  Surgery,  De- 
partment of  Surgery,  Wake  Forest  University  Medical  Center, 
Winston-Salem  27103. 


chronic  obstructive  pulmonary  disease.  He  was  a  60-pack- 
year  cigarette  smoker  and  had  been  an  alcohol  abuser  in  the 
past. 

Examination  of  the  chest  revealed  clear  breath  sounds 
bilaterally  without  wheezes  or  crackles.  The  chest  x-rays 
showed  a  solitary  nodule  with  smooth  rounded  borders  in 
the  left  upper  lobe;  the  lesion  measured  32  x  39  X  36  mm. 
Serum  chemistry  studies  and  a  complete  blood  cell  count 
were  normal.  Bone  scans  and  a  liver/spleen  scan  showed 
no  abnormalities.  Split  lung  perfusion  tests  showed  equal 
function  bilaterally.  Pulmonary  function  tests  showed  an 
FEV,  of  two  liters.  A  computed  tomographic  scan  of  the 
chest  showed  the  pulmonary  nodule  in  the  left  upper  lobe 
but  no  evidence  of  hilar  adenopathy  or  additional  lesions. 
However,  fiberoptic  bronchoscopy  showed  a  second  lesion, 
described  as  "a  large  exophytic  pedunculated  mass  in  the 
right  mainstem  bronchus  at  the  orifice  of  the  right  upper 
lobe  bronchus  with  approximately  50%  obstruction  of  the 
right  mainstem."  Biopsy  of  this  lesion  showed  poorly  dif- 
ferentiated squamous  cell  carcinoma.  During  repeat  bron- 
choscopy several  days  later  to  evaluate  the  feasibility  of 
sleeve  resection  of  the  right  mainstem  lesion,  percutaneous 
needle  biopsy  of  the  left  upper  lobe  lesion  showed  it,  also, 
to  be  poorly  differentiated  squamous  cell  carcinoma. 

These  findings  presented  a  difficult  therapeutic  dilemma. 
Could  the  patient  tolerate  bilateral  upper  lobectomies  and 
sleeve  resection  of  the  right  mainstem  bronchus?  The  mor- 
bidity and  mortality  of  this  approach  were  considered  too 
great.  Could  a  left  upper  lobectomy  be  performed,  tem- 
porarily leaving  the  right  endobronchial  lesion  for  staged 
resection?  The  risk  of  complete  airway  obstruction  and  hem- 
optysis seemed  to  preclude  this  option.  Should  both  lesions 
simply  be  treated  with  chemotherapy  and/or  radiation  ther- 
apy, although  the  cure  rate  from  these  options  is  very  low? 
What  would  be  the  safest  and  most  effective  therapy  for 
this  patient  with  bilateral  carcinoma  of  the  lung? 
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Treatment 

We  chose  to  perform  bronchoscopic  laser  surgery  of  the 
right  mainstem  lesion  to  prevent  further  bleeding  and  ob- 
struction, and  then  to  proceed  with  the  left  upper  lobectomy. 
At  a  later  date  the  patient  could  be  reoperated  upon  for  the 
right  endobronchial  lesion. 

Rigid  bronchoscopic  laser  ablation  of  the  right  mainstem 
lesion,  using  the  carbon  dioxide  laser  under  general  anes- 
thesia, was  performed  without  complication.  The  patient 
underwent  left  upper  lobectomy  four  days  later.  Eleven 
bronchopulmonary  lymph  nodes  were  examined  histopatho- 
logically,  and  all  11  as  well  as  the  resection  margins  were 
free  of  tumor.  The  postoperative  course  was  unremarkable 
and  the  patient  was  discharged  from  the  hospital  on  the 
ninth  postoperative  day. 

Repeat  bronchoscopy  was  performed  at  one,  three,  five, 
nine,  and  24  months  postoperatively.  At  one  month,  the 
previously  noted  exophytic  right-sided  mass  appeared  as  a 
flat  plaque-like  lesion  8  mm  in  diameter.  There  was  no  gross 
evidence  of  tumor  invasion  through  the  bronchus.  This  le- 
sion was  presumed  to  be  the  base  of  the  previously  treated 
lesion,  and  was  again  ablated  with  the  CO,  laser. 

At  three  months,  there  was  a  small  amount  of  granulation 
tissue  at  the  ablation  site,  and  it  was  removed  with  the  laser. 
Histopathologic  examination  of  the  specimen  showed  gran- 
ulation tissue  predominantly  with  a  single  focus  of  squamous 
cell  carcinoma.  At  five  months,  a  10  mm  area  of  leukoplakia 
was  noted  in  the  same  location  and  was  excised  with  the 
CO,  laser;  this  time  there  was  no  histologic  evidence  of 
carcinoma.  At  nine  months  a  small  area  of  granulation  tissue 
was  excised  with  the  laser,  and  again  showed  no  histologic 
evidence  of  carcinoma. 

At  24  months  the  mucosa  was  pink,  well  healed,  and 
without  evidence  of  tumor;  bronchial  washings  were  neg- 
ative for  carcinoma.  Chest  x-rays  showed  changes  consistent 
with  the  previous  lobectomy  but  no  evidence  of  carcinoma. 
We  continue  to  follow  this  patient. 


Discussion 

Laser  bronchoscopy  is  a  relatively  new  therapeutic  modal- 
ity, performed  primarily  with  two  wavelength  lasers,  the 
Neodymium:Yttrium-Aluminum-Gamet  (Nd:YAG)  and  the 
carbon  dioxide  (CO,)  lasers.  The  CO.,  laser  provides  a  vis- 
ible and  predictable  depth  of  penetration  and  serves  well  as 
a  "laser  scalpel."-  Hemostasis,  on  the  other  hand,  is  only 
fair.  The  Nd;YAG  laser  has  a  greater  though  somewhat 
unpredictable  depth  of  penetration.  It  has  better  hemostatic 
properties,  and  has  a  further  advantage  in  that  its  energy 
can  be  delivered  through  a  fiberoptic  source.' 

In  actuality,  the  two  lasers  provide  much  the  same  clinical 
outcome.  Both  wavelengths  of  laser  energy  can  be  delivered 
via  large-bore  rigid  bronchoscopes,  ideal  in  cases  of  hem- 
optysis or  with  obstruction  of  both  lungs  wherein  rapid 
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clearing  of  smoke,  blood,  and  tumor  debris  is  required.' 
For  all  such  cases,  general  anesthesia  is  recommended.  The 
rigid  bronchoscope  also  offers  the  advantages  of  superior 
optics,  more  effective  and  rapid  tumor  vaporization,  and  a 
reduced  risk  of  endobronchial  combustion.' ■*  On  the  other 
hand,  the  flexible  bronchoscope  and  the  Nd:YAG  laser  can 
often  be  used  without  general  anesthesia  and  can  provide 
the  visualization  necessary  to  approach  "hard  to  reach" 
lesions.  Highly  vascular  lesions  are  best  treated  with  the 
Nd:YAG  laser.' 

In  the  early  clinical  reports  of  Nd:YAG  laser  broncho- 
scopic treatment  of  pulmonary  cancers,  only  terminally  ill 
patients  for  whom  the  usual  treatment  modalities  had  been 
exhausted  were  considered.'  Later,  laser  therapy  was  uti- 
lized earlier  in  the  treatment  course  of  the  disease,  in  con- 
junction with  radiation  or  chemotherapy.  These,  however, 
were  still  primarily  palliative  treatments.  As  the  technology 
and  operator  skill  improved,  a  wider  scope  of  therapeutic 
potential  for  laser  surgery  was  realized,  yet  the  most  com- 
mon indications  for  laser  treatment  have  remained  dyspnea 
due  to  airway  obstruction,  post-obstructive  pneumonia  or 
atelectasis,  and  hemoptysis.-^'  Current  clinical  reports  have 
stated  that  continued  and  repeated  use  of  the  NdiYAG  laser 
for  palliative  treatment  of  obstructing  malignant  lesions  is 
indicated,  and  that  laser  therapy  should  be  used  in  con- 
junction with  radiation  therapy  if  surgery  is  not  the  primary 
treatment  modality  for  the  patient."' 

Thus  there  are  no  guidelines  for  primary  treatment  of 
endobronchial  carcinoma  with  the  surgical  laser.  There  have 
been  reports  related  to  hematoporphyrin  derivative  (HpD) 
laser  and  photoradiation  therapy  (PRT)  being  used  for  de- 
tection and  even  cure  of  small  superficial  squamous  cell 
carcinomas  of  the  central  tracheobronchial  tree,  but  their 
application  is  limited  to  mucosal  disease."'"  Perhaps  HpD 
and  PRT  are  most  valuable  as  a  tumor-specific  marker  for 
the  early  diagnosis  of  bronchogenic  carcinoma.'-" 

Reported  complications  of  laser  bronchoscopy  include 
hemorrhage,  pneumothorax,  and  respiratory  distress  sec- 
ondary to  free  tumor  causing  bronchial  obstruction. -■■'■'  Mas- 
sive hemorrhage  has  led  to  death  in  several  patients,-'  par- 
ticularly with  the  Nd:YAG  laser,  since  the  depth  of 
penetration  is  more  difficult  to  predict.  Other  reported  per- 
ioperative complications  include  cardiovascular  shock,  car- 
diac dysrhythmias  and  arrest,  hypoxemia,  and  myocardial 
infarction.' Additional  shortcomingsof  laser  therapy  include 
the  relative  inability  to  treat  deep  lobar  or  segmental  lesions 
and  the  relatively  short  duration  of  palliation  after  treatment 
of  many  obstructing  lesions.' 

The  case  presented  here  suggests  that  selected  patients 
with  endobronchial  lesions,  especially  those  with  multicen- 
tric or  bilateral  disease,  may  be  candidates  for  endoscopic 
laser  resection  of  one  or  more  of  the  endobronchial  lesions. 
Of  importance  in  these  cases  is  the  need  for  repeated  en- 
doscopic evaluation  and  therapy.  (In  this  case,  for  example, 
three  treatments  over  a  three-month  period  were  needed 
before  the  tumor  was  eradicated.) 


Obviously,  the  exophytic  nature  of  the  lesion  in  this  pa- 
tient and  its  failure  to  penetrate  deeply  into  the  bronchial 
wall  or  to  metastasize  suggest  that  although  it  nearly  ob- 
structed the  bronchus,  it  was  still  a  relatively  early  lesion. 
The  case  presented  here  is  not  a  commonly  encountered 
clinical  situation.  While  surgical  resection  remains  the  pri- 
mary curative  mode  of  therapy,  we  believe  that  laser  bron- 
choscopy for  cure  can  and  should  be  considered  in  selected 
cases.  ■ 
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Specify  Adjunctive 


Our  Alumni 
Make  Great 
Recoveries. 


They  needed  our  program  to  solve  their 
problems,  so  you  probably  won't  hear  them 
brag  about  their  Alma  Mater  But  they're 
proud  of  us  and  we're  proud  of  them,  because 
they  continue  to  live  sti-aight  and  sober  after 
they  leave  our  progi'am. 

Some  people  call  it  success.  We  call  it 

recovery  And  it  happens  because  of  team- 
work. Our  staff,  our  client's  physician,  em- 
ployer, and  family  all  working  together  with 
each  patient  for  the  same  goal:  freedom  fn  nn 
drugs  and  alcohol  one  day  at  a  time. 

Guaranteed.  That's  right,  if  a  patient 
follows  our  program  and  doesn't  remain  drug 
and  alcohol  free,  we'll  provide  additional 
treatment  at  no  charge. 

Don't  lose  your  patients  to  alcohol  and 
drugs.  Get  them  back  with  our  help  and 
discover  what  rec(jvei7  can  mean  for  your 
patient's  life. 

We  offer  24  hour  free  confidential  evalu- 
ations and  case  consultations  7  days  a  week. 

/^^^^^  Charter 
Iff        Northridge 
V  Hospital 

Patient  costs  covered  by  Medicaid,  Medicare 
and  most  insurance  companies. 

MA  Facility  nf  Charter  Medical  C(irp(iratii)n 
Quality  Hospitals. 
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Each  capsule  contains  5  mg  chlordiazepoxide  HCI  and  2.5  mg 
clidinium  bromide 

Please  consult  complete  prescribing  informatiDn,  a  summary  of  which 
follows: 


Indications:  Based  on  a  review  of  this  drug  by  the  National  Acad- 
emy of  Sciences— National  Research  Council  and/or  other  informa- 
tion, FDA  has  classified  the  indications  as  follows: 
"Possibly"  effective:  as  adjunCTive  therapy  in  the  treatment  of  peptic 
ulcer  and  in  the  treatment  of  the  irritable  bowel  syndrome  (irntable 
colon,  spastic  colon,  mucous  colitis)  and  acute  enterocolitis. 
Final  classification  of  the  less-than-effective  indications  requires  fur- 
ther investigation. 


1  bladder 
T  and/or 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benicn  I 
neck  obstruction;  hypersensitivity  to  chlordiazepoxide  HClan 
clidinium  Br. 

Warnings;  Caution  patients  about  possible  combined  effeas  with  alco- 
hol and  other  CNS  depressants,  and  against  hazardous  occupations 
requiring  complete  mental  alertness  {e.g.,  operating  machinery,  driving). 
Physical  and  psychological  dependence  rarely  reported  on  recommended 
doses,  but  use  caution  in  administering  Librium*  (chlordiazepoxide  HCI/ 
Roche)  to  known  addiction-prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms  (including  convulsions)  reported 
following  discontinuation  of  tne  drug. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first 
triniester  should  almost  always  be  avoided  because  ofiocreased 
risk  of  congenital  malformations  as  suggested  in  several  studies. 
Consider  possibihty  of  pregnancy  when  instituting  therapy. 
Advise  patients  to  discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 
As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest  effeaivc 
amount  to  preclude  ataxia,  oversedation,  confusion  (no  more  than 
2  capsules/day  initially;  increase  gradually  as  needed  and  tolerated). 
Though  generally  not  recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider  pharmacology  of 
agents,  particularly  potentiating  drugs  such  as  MAO  inhibitors,  pheno- 
thiazines.  Observe  usual  precautions  in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reaaions  reported  in  psychiatric  patients. 
Employ  usual  precautions  in  treating  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood  coagulation  reported  very 
rarely  m  patients  receiving  the  drug  and  oral  anticoagulants;  causal  rela- 
tionship not  established. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  with 
either  compound  alone  reported  with  Librax.  When  chlordiazepoxide  HCI 
IS  used  alone,  drowsiness,  ataxia,  confusion  may  occur,  especially 
in  elderly  and  debilitated;  avoidable  in  most  cases  by  proper  dosage 
adjustment,  but  also  occasionally  observed  at  lower  dosage  ranges.  Syn- 
cope reported  in  a  few  instances.  Also  encountered:  isolated  mstances  of 
skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea  and  con- 
stipation, extrapyramidal  symptoms,  increased  and  decreased  libido — 
allinfrequent,  generally  controlled  with  dosage  reduction;  changes  in 
EEC  patterns  mav  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranLJocvtosis),  jaundice,  hepatic  dysfunction  reported 
occasionally  with  chlordiazepoxide  HCI,  making  periodic  blood  counts 
and  liver  function  tests  advisable  during  protraaed  therapy.  Adverse 
effects  reported  with  Librax  typical  of  anticholinergic  agents,  i.e.,  dry- 
ness of  mouth,  blurring  of  vision,  urinary  hesitancy,  constipation.  Con- 
stipation has  occurred  most  often  when  Librax  therapy  is  combined 
with  other  spasmolytics  and/or  low  residue  diets. 
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When  brain  and  bowel  conflict . 


1/ 


It^time 
for  the  Beacemaket 

In  irritable  bowel  syndrome*  anxiety  can  aggravate  intestinal  symptoms,  which  may 
further  intensify  anxiety-  a  distressing  cycle  of  brain/bowel  conflict.  Librax  intervenes  with 
two  well-known  compounds.  The  Librium*  (chlordiazepoxide  HCl/Roche)  component 
safely  relieves  anxiety.  And  Quarzan*  (clidinium  bromide/Roche)  provides  antisecretory 
and  antispasmodic  action  to  relieve  discomfort  associated  with  intestinal  hypermotility. 

Dual  action—  for  peace  between  brain  and  bowel.  Because  of  possible  CNS  effects,  caution 
patients  about  engaging  in  activities  requiring  complete  mental  alertness.  Specify  Adjunctive 


Each  capsule  contains  5  mg  chlordiazepoxide  HCl 
and  2.5  mg  clidinium  bromide 


.ibra.x  has  been  evaluated  as  possibly  cttecriNC  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer  and  the  irritable  bowel  syndrome. 
CopvTight  ■    19S-  by  Roche  Products  Inc.  ,\il  rights  reserved.      Please  see  summary  of  prescribing  information  on  adjaeent  page. 


EDITORIAL 


Back  to  Chickens 


James  P.  Weaver,  M.D. 


A  good  idea  is  a  good  idea.  Those  things  which  have  seen 
the  test  of  time  must  be  remembered  as  we  search  for  an- 
swers to  our  ever-challenging  professional  dilemmas.  Re- 
cently issued  Medicare  "guidelines"  for  physician  charges 
have  raised  awareness  of  the  continued  threat  of  government 
control,  and  for  the  sake  of  our  profession,  I  feel  it  is  time 
for  organized  medicine  to  resurrect  one  of  our  ancient  but 
still  functional  traditions:  let  us  go  back  to  chickens. 

A  general  concept  that  the  Feds  have  come  up  with  is 
"MAAC,"  or  the  "maximum  allowable  actual  charge."  In 
attempting  to  keep  the  lid  on  health  care  costs,  the  govern- 
ment has  clarified  in  their  December  1986  mailing  our  "al- 
lowable charges"  with  the  following  language:  "If  the  phy- 
sician's 1984  base  period  charge  (or  1986  average  actual 
charge,  if  lower)  is  equal  to  or  greater  than  1 15%  of  the 
1987  prevailing  charge  for  non-participating  physicians,  the 
MAAC  is  equal  to  101%  of  the  1984  base  period  charge." 
I  have  taken  the  time  to  reproduce  certain  critical  quotations 
from  this  mailing  so  that  the  clarity  is  not  lost  in  my  trans- 
lation. I  have  a  terrible  time  understanding  these  "guide- 
lines," but  after  all,  I'm  not  an  accountant,  just  a  surgeon. 


Chicken  Feed 

As  surgeons  are  known  for  taking  the  simple  sure  approach, 
I  suggest  we  begin  charging  in  "chickens,"  and  forget 
Medicare.  Why? 

It  will  remove  us  from  the  ever-tightening  noose  of  the 
Medicare  system.  It  is  plain  that  the  basis  of  the  dialogue 
between  the  Government  and  Medicine,  despite  public 
avoidance  of  the  topic,  is  money.  Physicians  want  more, 
government  wants  to  spend  less,  and  patients  want  the  most 
for  the  least .  It  seems  evident  that  the  "  incentives "  to  "  par- 
ticipate" will  only  get  stronger.  I  see  no  reason  for  the 
government  to  change  direction  now  or  in  the  future,  and 
I  expect  the  "pressure"  to  increase. 


From  Durham  Clinic,  PA..  1830  Hillandale  Rd.,  Durham  27705 
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Chickens  are  our  only  answer.  If  we  continue  the  present 
dialogue  we  will  only  be  losers.  If  we  step  out  of  the  game 
by  going  to  chickens,  the  worst  that  can  happen  is  physicians 
will  gain  four  or  five  years  while  the  bureaucrats  convert 
their  system  to  ours  and  restart  the  dialogue. 

Can  you  imagine,  "Your  charges  for  the  year  1996  will 
be  based  on  the  conversion  factor:  three  chickens  maximum 
charge  per  office  visit  (based  on  chicken/$1.22,  1992  Chicken 
Index).  If  the  average  charge  for  that  year  is  equal  to  1/2 
of  I  %  of  the  mean  Chicken  Index  for  the  preceeding  year 
minus  the  projected  chicken  crop  for  1997,  you  may  charge 
the  least  of  your  MCCC  (Mean  Client  Chicken  Charge)  or 
the  PCCC  (Prevailing  Client  Chicken  Charge)." 

A  second  advantage  is  the  potential  elimination  of  the 
conflict  between  cognitive  and  procedural  reimbursement. 
The  ease  with  which  dollars  can  be  transferred  has  inflated 
the  procedural  charges  far  beyond  the  cognitive.  The  simple 
leveling  effect  of  storage  space  should  temper  the  charges 
for  such  notorious  procedures  as  cardiac  transplants,  liver 
transplants,  and  cataracts;  there  will  simply  be  no  place  to 
store  the  "fee."  Consequently,  the  "medical  types"  will 
raise  their  charges  just  a  bit,  and  the  "surgical  types"  will 
be  forced  to  drop  theirs  and  in  effect  narrow  the  "Chicken 
Gap." 


The  Way  to  a  Physician's  Heart 

Another  important,  gastronomic,  benefit  will  be  the  poten- 
tial strengthening  of  the  ever  important  physician-patient 
relationship.  Receiving  a  chicken  casserole  from  the  town 
gourmet  might  not  be  so  bad.  It  has  to  beat  having  a  patient 
abscond  with  your  $55  check  from  Medicare  because  you 
didn't  accept  assignment. 

Just  the  thought  that  there  might  be  a  glimmer  of  hope 
to  answer  the  "Medicare  Pressure"  has  made  my  day.  Maybe 
physicians  should  get  together  and  organize  this  approach, 
but  the  Federal  Trade  Commission  says  that  we're  not  al- 
lowed to  organize  anymore.  Anyway,  if  we  do  try  it,  and 
if  the  Feds  catch  up  with  us,  we  can  always  switch  to  pigs 
or  sheep  to  gain  another  two  or  three  years'  respite. 

Yes,  things  do  look  brighter,  but  I  guess  I  shouldn't  count 
my  chickens  before  they're  hatched!  ■ 


EDITORIAL 


Learn  and 
Health  Museum 


Elizabeth  E.  Gish 


This  article  will  serve  as  an  introduction  to  the  recently 
opened  Learn  and  Live  Health  Museum  in  Salisbury.  The 
completion  of  this  ambitious  project  in  August,  1986,  rep- 
resents the  culmination  of  an  intensive  seven-year  volunteer 
effort  to  develop  a  permanent  health  museum  for  this  com- 
munity. 

The  Rowan  County  Medical  Society  and  Auxiliary's  lead- 
ership spearheaded  the  founding  of  Rowan  Learn  and  Live, 
Inc.,  in  1982  with  their  initial  commitment  and  financial 
support  in  the  amount  of  $2,000.  During  the  capital  cam- 
paign to  raise  $151,000,  the  contributions  from  the  medical 
community  alone  totalled  over  $35,000.  The  average  gift 
from  each  physician  was  approximately  $800. 

The  project's  Board  of  Directors  worked  cooperatively 
with  the  school  systems,  with  health  educators,  pharmacists, 
dentists,  and  other  health  professionals,  and  with  numerous 
civic  organizations  to  develop  a  comprehensive  health  mu- 
seum. Surveys  determined  specific  needs,  and  professional 
design  consultants  were  employed  to  design  "hands-on" 
exhibitry  and  a  dynamic  and  colorful  museum. 

This  project  may  be  of  special  interest  to  NCMJ  readers 
in  that  the  idea  had  its  inception  when  I  attended  a  1978 
American  Medical  Association  Auxiliary  National  Lead- 
ership Confluence  in  Chicago,  as  President-Elect  from  Ro- 
wan County,  NC.  The  projects,  seminars  on  national  issues, 
tapes,  literamre  and  other  information  shared  at  this  meeting 
were  very  stimulating  to  me  personally,  and  this  annual 
meeting  affords  local  auxiliary  leadership  tremendous  growth 
opportunities  and  presents  excellent  ideas  for  implementing 
effective  programs  on  a  local  level. 

Additionally,  as  North  Carolina's  State  Doctors'  Day 
Chairman,  I  reviewed  many  reports  and  became  aware  of 
many  worthwhile  medical  auxiliary  projects  in  North  Car- 
olina. Certainly,  the  potential  for  productivity  in  all  the 
AMA  Auxiliaries  is  limited  only  by  our  energies. 

The  Rowan  County  Medical  Auxiliary  has  a  relatively 
small  membership  (less  than  100),  but  armed  with  our  main 
objective  "to  interpret  the  aims  of  the  medical  profession 


From  the  President,  Learn  and  Live,  Inc.,  and  Health  Education 
Chairman,  Rowan  County  Medical  Society  Auxiliary,  District  9, 
Salisbury  28144. 


to  other  organizations  interested  in  the  promotion  of  health 
education, ' '  and  knowing  that  over  85%  of  medical  auxiliary 
members  nationally  are  educated  in  health  related  fields,  we 
determined  to  build  a  permanent  health  museum.  Our  hope 
was  for  continuing  opportunities  to  learn  about  the  human 
body,  its  functions  and  processes,  to  encourage  the  for- 
mulation of  healthy  lifestyles  and  attitudes,  to  help  prevent 
disease  and  to  provide  a  very  visible  and  lasting  gift  to  the 
citizens  of  this  community. 

The  success  of  the  Rowan  County  Medical  Society  and 
Auxiliary-sponsored  Project  H.E.L.P.  (Healthful  Education 
for  Little  People)  also  helped  inspire  the  establishment  of 
Learn  and  Live  Health  Museum. 

The  Learn  and  Live  Museum  is  a  dynamic,  colorful, 
educational,  and  entertaining  exhibit  hall  that  appeals  to  a 
wide  audience,  from  pre-school  groups  to  senior  citizens. 
"Hands-On"  models  allow  the  very  young  to  better  un- 
derstand the  amazing  human  body,  and  detailed  script  was 
written  to  offer  detailed  information  for  the  college-level 
visitors  and  all  who  are  inquisitive  and  want  to  learn.  Vis- 
itors see  exhibits  called  the  "colors  of  health"  and  learn 
how  patterns  of  healthy  living  can  assure  a  "rainbow  life." 

The  unique  aspect  of  the  Learn  and  Live  Museum  is  the 
personal  involvement  of  both  the  medical  society  and  aux- 
iliary members  over  the  past  several  years.  Together  we 
made  a  commitment  to  develop  one  of  the  most  compre- 
hensive health  museums  in  North  Carolina.  We  have  suc- 
ceeded! Members  wrote  the  script,  acted  as  consultants  on 
graphics,  anatomical  and  physiology  models,  wallpapered, 
gave  museum  tours,  sold  T-shirts,  made  presentations  to 
community  groups,  proofread  museum  text,  labelled  de- 
tailed German  models,  hauled  off  trash,  and  designed  signs. 
Over  15,000  hours  of  volunteer  time  have  gone  into  the 
completion  of  this  museum.  To  date  we  have  no  salaried 
administrator. 

The  facility  of  Learn  and  Live  is  valued  at  over  $200,000. 
Countless  community  contractors,  building  supply  compa- 
nies, and  services  were  donated  to  keep  the  costs  under 
budget.  $151,000  was  a  large  sum  for  this  community  to 
raise  in  a  year's  time.  Donations  were  given  in  support  of 
"an  idea."  It  was  many  months  before  supporters  could  see 
the  results  of  their  gifts.  The  grass-roots  support  from  Learn 
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and  Live  memberships,  funding  from  several  foundations, 
and  support  from  local  corporations  and  civic  groups  made 
our  "rainbow  dream"  a  reality. 

I  have  been  President  of  Learn  and  Live  since  1982,  and 
Health  Education  Chairman  of  the  Rowan  Medical  Auxiliary 
for  the  past  several  years.  I  would  like  to  thank  publicly  all 
of  the  members  of  our  local  medical  society  and  auxiliary 
and  all  of  the  other  countless  supporters  in  this  community 
for  their  genuine  dedication  to  see  a  dream  become  a  reality. 
Together  we  are  proud  to  see  that  determination,  hard  work, 
and  belief  in  a  worthwhile  project  provided  the  labor  and 
the  professional  leadership  in  this  community  to  build  a 
lasting  and  meaningful  museum  with  exhibits  and  programs 
to  promote  the  health  of  all  the  citizens  in  this  community. 

I  think  this  project  exemplifies  "teamwork"  and  an  out- 
standing cooperative  effort  between  the  Rowan  Medical  So- 
ciety and  Auxiliary  in  Salisbury,  North  Carolina.  During 
my  term  as  president  of  our  auxiliary,  the  state  theme  was 


"Making  and  Mending  Healthful  Lifestyles."  It  has  taken 
seven  years  to  build  Learn  and  Live,  but  the  museum  pro- 
vides every  visitor  an  opportunity  to  develop  a  healthier 
lifestyle. 

Learn  and  Live  is  a  member  of  the  American  Association 
of  Museums  and  the  North  Carolina  Museum  Council,  and 
is  listed  in  the  current  guide  to  NC  science  centers  prepared 
by  the  NC  Academy  of  Sciences  and  the  NC  School  of 
Science  and  Mathematics. 

Since  we  opened  the  doors  in  August  1986,  over  3,000 
visitors  have  toured  the  health  museum  free  of  charge.  Groups 
have  included  school  classes.  Scouts,  the  American  Asso- 
ciation of  University  Women,  the  Adult  Retarded  Citizens, 
and  the  Trainably  Mentally  Handicapped. 

All  exhibits  are  designed  to  accommodate  the  handi- 
capped with  a  ramp  within  the  two-level  exhibit  hall,  and 
all  exhibits  have  elements  enabling  the  visually  impaired 
and  hearing  impaired  to  use  them.  ■ 


Winchester  Surgical  Supply  Company 

200  South  Torrence  St.        Charlotte,  N.C.  28204 
Phone  No.  704/372-2240 

Winchester  Home  Healthcare 

Medical  supplies  and  equipment  for  your  patients  at  home 
Charlotte,  N.C.        Greensboro,  N.C.  Hickory,  N.C. 


704/332-1217 
704/547-0708 


919/275-0319 


704/324-0336 


Serving  the  MEDICAL  PROFESSION  of  NORTH  CAROLINA 
and  SOUTH  CAROLINA  since  1919. 

We  equip  many  physicians  beginning  practice  each  year  and  invite  your  inquiries. 

Our  salesmen  are  located  in  all  parts  of  North  Carolina. 

We  have  DISPLAYED  at  every  N.C.  State  Medical  Society  Meeting  since  1921 
and  advertised  CONTINUOUSLY  in  the  N.C.  Journal  since  January  1940  issue. 
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ou  are  the  final  quality  control  step. 

Behind  each  bottle  of  Cortisporin "  Otic  is  thirty  years  of  clinical 
experience.  Behind  that  are  forty  million  bottles  sold  in  the  last  decade 
without  a  single  recall. 

Before  Cortisporin  Otics  reach  the  pharmacy,  they've  passed  95 
stringent  quality  control  checks.  You're  the  last,  and  the  most  Important. 
Without  you,  Cortisporin  Otic  can't  help  your  patients.  Remember.. 

Write  *»o  Not  Substitute!' 

CORTISPORIN  OTIC 

SUSPENSION/SOLUTION*(Sterile) 
(polymyxin  B-neomycin-hydrocortisone) 


1^1  /  Burroughs  Wellcome  Co. 

^^\         /     Research  Triangle  Park 
WBilcome  /     North  Carolina  27709 


CORTISPORIN '  OTIC  Suspension  Sterile  iPolvmyxm  B-Neomycm-HvOrQConisone)  Descriplior  Each  cc  con- 
tains Aetosporin "  (Polymyxin  B  SuKatel  10.000  units  Neomycin  sulfaie  (equivaleni  lo  3  5  mg  neomycm  base)  5 
mg  Hyilroconisone  10mgil%)  The  vehicle  coniams  the  inactive  mgredienis  cetyl  alcohol  propylene  glycol 
polysorbate  80,  water  lor  inieciion  and  thimerosal  (preservative!  0  01%  Indications:  For  ihe  treatment  of 
superficial  tiacieriai  inlections  ol  the  eniernal  auditory  canal  caused  by  organisms  susceptible  to  the  action  ol 
the  antibiotics,  and  tor  the  treatment  ol  infections  of  mastoidectomy  and  fenestration  cavities  caused  by 
organisms  susceotible  to  the  amibiotics  Precautions'  This  drug  should  be  used  with  care  in  cases  ol 
perfoiaied  eardrum  and  in  long-standing  cases  of  chronic  otitis  media  because  ol  the  possibility  ol  oioloxicily 
caused  by  neomycin  CORTISPORIN'  OTIC  Solution  Sterile  (Polymyxin  B-Neomycin-Hydtocoriisonei  Descrip- 
tion: Each  cc  contains  Aerosponn "  iPolymyxm  B  Sullaie)  10,000  units  Neomycm  sullaie  (equivalent  to  3  5  mg 
neomycin  base)  5  mg  Hydrocortisone  lO  mg  (1%)  The  vehicle  contains  Ihe  inactive  ingredients  cupric  sullate 
glycerin,  hydrochlonc  acid,  propylene  glycol,  water  lor  miection  and  potassium  meiabisullde  (preservative! 
0 1%  Indications:  For  the  treatment  ol  superficial  bacterial  infections  of  the  external  auditory  canal  caused  by 
organisms  susceptible  to  Ihe  action  of  the  antibiotics  Warning:  Contains  potassium  metabisulfite  a  sulfite 
that  may  cause  allergic-type  reactions  le  g ,  hives  itching,  wheezing,  anaphylaxis)  in  certain  susceptible 
persons  Although  the  overall  prevalence  ol  sulfite  sensitivity  in  the  general  oopulafion  is  probably  low 
it  IS  seen  more  Irequenily  in  asthmatics  or  in  atopic  nonasthmatic  persons  Precautions:  This  drug  should 
be  used  with  care  when  the  integrity  of  the  tympanic  membrane  is  in  question  because  of  the  possibility 
of  ototoxicity  caused  by  neomycin  Adverse  Reactions  Stinging  and  burning  have  been  reported  when 
this  drug  has  gained  access  to  the  middle  ear  Contraindicalions,  Warnings,  Precautions  and  Adverse 

'Caution:  It  perforation  of  the  eardrtitn  exists,  specify  Cortisporin  Otic  Suspension  (this  drug  should 
be  used  with  care  in  cases  of  perforated  eardrum). 


Reactions  Common  to  Both  Products,  Contraindications:  These  products  are  coniraindicated  in  those  individ- 
uals who  have  shown  hypersensitivity  to  any  of  the  components,  and  in  herpes  simplex,  vaccinia  and  varicella 
Warnings  As  with  other  antibiotic  preparations,  o'Olonged  treatment  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and  fungi  II  the  inlection  is  not  improved  after  one  week,  cultures  and  susceptibility  tests 
should  be  repeated  to  venly  the  identity  of  the  organism  and  to  determine  whether  therapy  should  be 
changed  When  using  neomycin-containmg  products  to  control  secondary  infection  in  the  chronic  dermatoses, 
such  as  chronic  otitis  externa,  it  should  be  borne  in  mind  that  the  skin  in  these  conditions  is  more  liable 
than  IS  normal  skin  to  become  sensitized  to  many  substances,  including  neomycin  The  manitestation  of 
sensitization  to  neomvcin  is  usually  a  low  grade  reddening  with  swelling,  dry  scaling  and  itching,  it  may  be 
manliest  simply  as  a  failure  to  heal  During  long-term  use  of  neomycin-containmg  products  periodic  examina- 
tion lor  sucti  signs  is  advisable  and  the  patient  should  be  told  to  discontinue  the  product  if  they  are 
observed  These  symptoms  regress  quickly  on  withdrawing  the  medication  Neomycin-containmg  applications 
should  be  avoided  lor  thai  patient  thereafter  Precautions  If  sensitization  or  irritation  occurs,  medication 
should  be  discontinued  promptly  Patients  who  prelet  to  warm  the  medication  belore  using  should  be 
cautioned  against  heating  the  solution  above  body  temperature,  in  order  to  avoid  loss  ol  potency  Treatment 
should  not  be  continued  lot  longer  than  ten  days  Allergic  cross-reactions  may  occur  which  could  prevent 
the  use  of  any  or  all  the  lollowing  antibiotics  for  the  treatment  of  luture  infections  kanamycm,  paromomycin, 
streptomycin,  and  possibly  gentamicm  Adverse  Reactions:  Neomycin  is  a  not  uncommon  cutaneous 
sensitizer  There  are  articles  in  the  current  literature  that  indicate  an  increase  in  the  prevalence  of  persons 
sensitive  to  neomycin. 
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Why  Not  Ask  the  Professional  With  Both? 


MANAGEMENT  SYSTEMS,  INC. 

2022  Vail  Avenue 

Charlotte,  N.C.  28207 

704/377-6907 

Jacqueline  Rion  or  Tug  Tugwell 

MEDICAL  &  DENTAL  SYSTEMS 
SINCE  1966 

In  House  Systems 

Time  Sharing  &  Billing  Service 

Pegboard  &  Medical  Record  Systems 


1^ 


ARTHRITIS 
ANSWERS 


CALL  FREE 


1-800-422-1492 

A 

ARTHRITIS 

FOUNDATION 
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CONFIRMED  BY  CLINICAL  EVIDENCE 


ZANTAC*  150  h.s. 

ranitidine  HCl/Glaxo  150  mg  tablets 


EFFECTIVE  MAINTENANCE  THERAPY 
for  healed  duodenal  ulcer  patients 


See  last  page  for  references  and 
Brief  Suninary  of  Product  Informati 


Glaxo/ 


In  two  randomized,  double-blind,  and  well-controlled  clinical 
trials,  ZANTAC  150  mg  h.s.  significantly  superior  to  cimetidine 
400  mg  h.s.  for  maintenance  therapy  in  healed  duodenal  ulcers. 

Percent  of  patients  with  observed  duodenal  ulcer  recurrence 

0-4     0-8     0-12    No. 
months   months   months   patients 


usaI 


ranitidine 
150  mg  h.s. 

cimetidine 
400  mg  h.s. 


23% 


14%* 


34% 


16%t 


43% 


60 


66 


UK,  Ireland, 
Australia^ 


ranitidine 
150  mg  h.s. 

cimetidine 
400  mg  h.s. 


8%+ 


21% 


*p  =  0.02 

tp=0.01 

+p<0.004 

3£  =  life-table  estimates 

All  patients  were  permitted  prn  antacids  for  relief  of  pain. 


14%+ 


34% 


23%+ 


37% 


243 


241 


These  two  trials  used  the  currently  recommended  dosing  regimen 
of  cimetidine  (400  mg  h.s.)  and  ranitidine  (150  mg  h.s.).  A 
comparison  of  other  dosing  regimens  has  not  been  studied. 

The  studied  dosing  regimens  are  not  equivalent  with  respect  to 
the  degree  and  duration  of  acid  suppression  or  suppression  of 
nocturnal  acid. 


The  superiority  of  ranitidine  over  cimetidine  in  these  trials 

indicates  that  the  dosing  regimen  currently  recommended  for 

cimetidine  is  less  likely  to  be  as  successful  in  maintenance 
therapy. 


Convenient  once-a-night  dose  with  a 

low  incidence  of  side  effects^ 

Headache,  sometimes  severe,  seems  to  be  related  to  ranitidine 
administration.  Other  side  effects  have  been  reported;  for  a 
complete  listing,  see  the  ADVERSE  REACTIONS  section  in  the  Brief 
Summary. 

No  significant  interference  with  the  hepatic  cytochrome 
P-450  enzyme  system  at  recommended  doses 

ZANTAC  150  mg  has  no  significant  drug  interactions  with 
theophylline,  phenytoin,  or  warfarin.  The  bioavailability  of 
certain  medications  whose  absorption  is  dependent  on  a  low  gastric 
pH  may  be  altered  when  ZANTAC  or  other  medications  that  decrease 
gastric  acidity  are  administered. 


ranitidine  HCI/Glaxo  wn^gtsms 

One  tablet  at  bedtime 
for  maintenance 


See  next  page  for  references  and 
Brief  Summary  of  Product  Information. 


Glaxo/<^, 


ranitidine  HCI/Glaxo 


ISOmgtablets 


One  tablet  at  bedtime  for  maintenance  therapy 
in  heaied  duodena  i  uicer  patients 


References: 

1  Silvrs  SE,  Grrftin  J,  Hardin  R,  el  al  Final  report  on  the  United 
States  multicenler  trial  comparing  ranitidine  to  cimetidine  as 
maintenance  therapy  following  healing  of  duodenal  ulcer  i  Clin 
Gastroenterol  198^.7(6)  482-487 

2-  Gough  KR,  Korman  MG,  Bardhan  KD,  et  al  Ranitidine  and 
cimetidme  in  prevention  o(  duodenal  ulcer  relapse  A  double- 
blind,  randomised,  multicentre,  comparative  trial  Lancet 
1984,11  659-662 

3  Data  available  on  request.  Glano  Inc 


ZAMTAC'lSOfeblets 
(ranitidine  hydroctiloride) 
ZANTAC*  300  tablets 
(ranitidine  hydrochloride) 


BRIEF  SUMMARY  OF 
PRODUCT  INFORMATION 


The  following  is  a  brief  summary  only.  Before  prescribing,  see 
complete  prescribing  information  in  ZANTAC*  product  labeling 
INDICATIONS  AND  USAGE:  ZANTAC*  is  indicated  in 

1  Short  lerm  treatment  ol  active  duodenal  ulcer.  Most  patients 
heal  within  four  weeks 

2  Maintenance  ttierapy  for  duodenal  ulcer  patients  al  reduced  dos- 
age after  healing  ol  acute  ulcers 

3  The  treatmeni  ol  pattioloeical  hypersecretory  conditions  (eg,  Zol 
linger-Ellison  syndrome  and  syslemic  mastocytosis) 

4  Short  term  treatment  of  active,  benign  gastric  ulcer.  Most 
patients  heal  within  six  weeks  and  the  usefulness  of  further  treat- 
ment has  not  been  demonstrated 

5.  Treatment  of  gastroesophageal  reflux  disease  (GERD)  Symptom 
atic  relief  commonly  occurs  withm  one  or  two  weeks  after  starting 
therapy  and  is  maintained  throughout  a  six-week  course  of  ther- 
apy. 

In  active  duodenal  ulcer,  active,  benign  gastric  ulcer;  hyper- 
secretory states,  and  GERD,  concomitant  antacids  should  be 
given  as  needed  for  rehel  of  pain, 

CONTRAINDICATIONS:  ZANTAC*  is  contraindicated  for  patients 
known  to  have  hypersensitivity  to  the  drug 
PRECAUTIONS:  Symptomatic  response  to  ZANTAC"  therapy  does 
not  preclude  the  presence  of  gastric  malignancy 

Since  ZANTAC  is  excreted  primarily  by  the  kidney,  dosage 
should  be  adiusted  in  patients  with  impaired  renal  function  (see 
DOSAGE  AND  ADMINISTRATION)  Caution  should  be  observed  in 
patients  with  hepatic  dysfunction  since  ZANTAC  is  metabolized  m 
the  liver. 

False-positive  tests  for  urine  protein  with  Multistix*  may  occur 
during  ZANTAC  therapy,  and  therefore  testing  with  sulfosalicylic 
acid  IS  recommended. 

Although  recommended  doses  of  ZANTAC  do  not  inhibit  the 
action  of  cytochrome  P-450  enzymes  in  the  liver,  there  have  been 
isolated  reports  of  drug  interactions  which  suggesi  that  ZANTAC 
may  aflect  the  bioavailability  ol  certain  drugs  by  some  mechanism 
as  yet  unidentified  (eg,  a  pH-dependenl  effect  on  absorption  or  a 
change  in  volume  ol  distribution) 

Lack  of  experience  to  dale  precludes  recommending  ZANTAC 
for  use  in  children  or  pregnant  patients  Since  ZANTAC  is  secreted 
in  human  milk,  caution  should  be  exercised  when  administered  to 
a  nursing  mother 

ADVERSE  REACTIONS:  Headache,  sometimes  severe,  seems  to  be 
related  to  ZANTAC'  administration  Constipation,  diarrhea,  nau- 
sea'vomiting,  and  abdominal  discomforl/pain  have  been 
reported  There  have  been  rare  reports  of  malaise,  dizziness, 
somnolence,  insomnia,  vertigo,  tachycardia,  bradycardia,  prema 
lure  ventricular  beats,  and  arthralgias  Rare  cases  of  reversible 
mental  contusion,  agitation,  depression,  and  hallucinations  have 
been  reported,  predominantly  in  severely  ill  elderly  patients 

In  normal  volunteers,  SGPT  values  were  increased  to  at  least 


twice  the  pretreatment  levels  in  6  of  12  subiects  receiving  100  mg 
qid  IV  for  seven  days,  and  in  4  ol  24  subjects  receiving  50  mg  qid 
for  five  days.  With  oral  administration  there  have  been  occasional 
reports  of  reversible  hepatitis,  hepatocellular  or  hepatocanalicu- 
lar  or  mixed,  with  or  without  laundice. 

There  have  been  rare  reports  of  reversible  leukopenia,  granulo- 
cytopenia, thrombocytopenia,  and  pancytopenia. 

Although  controlled  studies  have  shown  no  antiandrogenic 
activity,  occasional  cases  of  gynecomastia,  impotence,  and  loss  of 
libido  have  been  reported  in  male  patients  receiving  ZANTAC,  but 
the  incidence  did  not  differ  from  that  in  the  general  population. 

Incidents  of  rash,  including  rare  cases  suggestive  of  mild  ery- 
thema multiforme,  and.  rarely,  alopecia,  have  been  reported,  as 
well  as  rare  cases  of  hypersensitivity  reactions  (eg,  broncho- 
spasm,  fever,  rash,  eosinophilia)  and  small  increases  in  serum 
creatinine 

OVERDOSAGE:  Information  concerning  possible  overdosage  and  its 
treatment  appears  in  the  full  prescribing  information 
DOSAGE  AND  ADMINISTRATION  Active  Duodenal  Ulcer:  The  current 
recommended  adull  oral  dosage  is  150  mg  twice  daily  An  alter- 
nate dosage  ol  300  mg  once  daily  at  bedtime  can  be  used  for 
patients  m  whom  dosing  convenience  is  important.  The  advan- 
tages of  one  treatment  regimen  compared  to  the  other  in  a  particu- 
lar patient  population  have  yet  to  be  demonstrated 
Maintenance  Therapy:  The  current  recommended  adult  oral  dosage 
IS  ISOmgat  bedtime 

Pathological  Hypersecretory  Conditions  (such  as  Zollinger-Ellison 
Syndrome):  The  current  recommended  adult  oral  dosage  is  150  mg 
twice  a  day  In  some  patients  it  may  be  necessary  to  administer 
ZANTAC  150-mg  doses  more  frequently  Doses  should  be  adjusted 
to  individual  patient  needs,  and  should  continue  as  long  as  clini- 
cally indicated  Doses  up  lo  6  g/day  have  been  employed  in 
patients  with  severe  disease. 

Benign  Gastric  Ulcer:  The  current  recommended  adult  oral  dosage 
IS  160  mg  twice  a  day 

GERD;  The  current  recommended  adult  oral  dosage  is  150  mg 
twice  a  day 

Dosage  Adjustment  for  Patients  with  Impaired  Renal  Function:  On  the 
basis  of  experience  vtrith  a  group  of  subiects  with  severely  impaired 
renal  function  treated  with  ZANTAC,  the  recommended  dosage 
in  patients  with  a  creatinine  clearance  less  than  50  ml/mm  is 
150  mgevery  24  hours  Should  the  patient's  condition  require,  the 
frequency  of  dosing  may  be  increased  to  every  12  hours  or  even 
further  with  caution  Hemodialysis  reduces  the  level  of  circulating 
ranitidine.  Ideally,  the  dosage  schedule  should  be  adjusted  so  that 
the  timing  of  a  scheduled  dose  coincides  with  the  end  of  hemodialysis. 
HOW  SUPPLIED:  ZANTAC"  300  Tablets  (ranitidine  hydrochloride 
equivalent  to  300  mg  of  ranitidine)  are  yellow,  capsule  shaped 
tablets  embossed  with  "ZANTAC  300"  on  one  side  and  "Glaxo"  on 
the  other.  They  are  available  in  bottles  of  30  (NDC  0173  0393-40) 
and  unit  dose  packs  of  100  tablets  (NDC  0173-0393-47) 

ZANTAC'  150  Tablets  (ranitidine  hydrochloride  equivalent  to 
150  mg  of  ranitidine)  are  white  tablets  embossed  with  "ZANTAC 
160"  on  one  side  and  "Glaxo"  on  the  other  They  are  available  in 
bottlesot  60  tablets  (NDC  0173  0344-42)  and  unit  dose  packs  of 
100  tablets  (NDC  0173-0344  47) 

Store  between  15'  and  30"C  (59   and  86  F)  in  a  dry  place.  Protect 
from  light.  Replace  cap  securely  after  each  opening. 
":'  Copyright  1983,  Glaxo  Inc   All  rights  reserved      October  1986 
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Carbon  Monoxide  Poisoning  in 
North  Carolina 

LUCy  FORT,  R.N.,  AND  PATRICIA  GRIGGS,  R.N. 


It  was  a  cold  February  moming  when  two  brothers, 
12  and  14  years  old,  stayed  in  a  car  with  the  engine 
running  while  their  mother  went  into  a  house  for  a 
short  visit.  "Fifteen  minutes"  later  when  she  re- 
turned, she  found  her  14-year-old  son  confused  and  dizzy, 
and  her  12-year-old  son  dead.  This  child  was  one  of  793 
North  Carolinians  who  died  from  carbon  monoxide  (CO) 
poisoning  during  the  years  1972-1985. 

Of  the  793  deaths,  442  (56%)  were  from  suicide;  four 
(.5%)  were  from  homicide;  14  (2%)  were  questionable 
as  suicide  or  accidental  death;  and  333  (42%)  were  ac- 
cidental (table  1).  We  review  the  accidental  deaths  (tables 
2,  3,  and  4), '  and  discuss  fire  fighters  as  a  high-risk  group 
for  such  accidents. 

Carbon  monoxide  is  a  colorless,  odorless,  tasteless, 
poisonous  gas  formed  by  incomplete  combustion  of  or- 
ganic or  carbonaceous  material.  It  is  present  in  the  air 
we  breathe  and  only  becomes  a  threat  to  our  life  when 
it  reaches  high  concentrations  in  confined  spaces.  Lower 
concentrations  also  can  cause  harmful  effects,  if  exposure 
occurs  over  a  long  period  of  time.  Each  year  in  the  United 


From  The  North  Carolina  Memorial  Hospital  at  the  University 
of  North  Carolina  at  Chapel  Hill,  and  Orange  County  Emergency 
Services,  106  E.  Margaret  Lane,  Hillsborough  27278. 


States,  CO  poisoning  accounts  for  approximately  3,500 
accidental  or  suicidal  deaths. 

Our  review  highlights  the  significance  of  CO  intoxi- 
cation as  a  common  cause  of  accidental  death  in  North 
Carolina.  Moreover,  case  examples  from  the  review 
demonstrate  that  CO  intoxication  in  living  persons  can 
go  undiagnosed  because  the  symptoms  of  the  exposure 
are  not  specific.  The  lesson  for  emergency  service  per- 
sonnel is  that  they  may  be  the  only  professionals  who 
have  the  opportunity  to  view  the  circumstances  of  the 
exposure.  Careful  observation  leading  to  a  suspicion  of 
CO  exposure  by  rescue  personnel  may  therefore  provide 
the  victim  with  his  or  her  only  chance  of  appropriate 
treatment  and  possible  survival. 

Two  broad  categories  of  CO  exposure  accidents  were 
defined  by  the  presence  or  absence  of  the  involvement 
of  an  automobile.  Two  hundred  seventy-six  (83%)  of  the 
accidental  deaths  were  associated  with  motor  vehicles 
—  the  most  common  circumstance  of  CO  exposure. 
Most  of  these,  173,  occurred  in  vehicles  parked  with  the 
motor  running.  Forty-four  of  these  cases  involved  cou- 
ples in  parked  vehicles;  in  three  cases,  one  of  the  two 
persons  survived  while  the  companion  died. 

Most  of  the  vehicles  were  found  to  have  severely  de- 
fective exhaust  systems.  Many  were  missing  tail  pipes 
so  that  the  exhaust  system  ended  just  beneath  the  rear 
seat.  Also,  frequently,  holes  were  discovered  drilled  into 
the  trunk  and  rear  compartment  for  stereo  speakers  or 
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Table  1 

Fatal  Carbon  Monoxide 
1972-1985 

Poisoning  in 

Nortli  Carolina 

Manner  of  Death 

Suicide 
Accident 
Homicide 
Unknown 
Total  Deaths 

442  (56%) 
333  (42%) 
4  (0.5%) 
14(2%) 
793 

Other  equipment,  or  holes  were  observed  in  the  floor 
boards  from  rust  and  wear.  As  with  the  two  children  in 
the  parked  car,  many  of  the  situations  involved  very  short 
periods  of  exposure. 


Motor  Vehicle  Exposure  Cases 

In  November,  a  one-year-old  was  left  sleeping  in  his 
father's  pickup  truck.  The  engine  and  heater  were  left 
running.  After  cutting  wood  for  approximately  30  minutes 
within  sight  of  the  truck,  the  father  checked  on  his  son. 
CO  had  entered  through  the  truck's  rusty  floorboard  and 
the  baby  was  dead. 

On  another  cold  evening,  a  father  and  his  13-month- 
old  son  had  driven  in  a  pickup  truck  to  the  wife's  work 
place.  They  arrived  around  8:30  and  sat  in  the  truck  with 
the  engine  running  to  keep  warm.  The  wife  left  work  at 
9:45  and  found  her  husband  and  child  in  the  truck  un- 
responsive. The  father  recovered,  but  efforts  to  resus- 
citate the  child  failed. 

In  another  case,  a  19-year-old  man  arrived  early  for 
work.  He  sat  in  his  "old  Nash"  waiting  for  his  supervisor 
to  arrive  to  unlock  the  garage  doors.  When  the  supervisor 
arrived,  he  found  the  young  man  in  the  Nash  dead.  The 
engine  was  still  running,  the  doors  were  unlocked,  and 
the  heater  and  radio  were  on.  Multiple  holes  were  evident 
in  the  muffler  on  the  automobile. 

In  spite  of  years  of  experience  with  this  problem  and 
a  general  understanding  that  sitting  in  a  parked  vehicle 
with  the  engine  running  is  dangerous,  these  accidents 
continue  to  occur.  For  rescuers,  any  confused  or  uncon- 
scious person  in  a  vehicle  should  be  suspected  of  having 
CO  exposure.  This  includes  victims  of  obvious  traffic 
accidents.  In  one  minor'  traffic  accident,  five  teenagers 
died  from  CO  poisoning  while  they  waited  to  be  rescued. 

In  62  of  the  vehicle-exposure  deaths,  a  motor  vehicle 
was  running  in  a  closed  space,  usually  a  basement  or 
garage.  In  twelve  of  these,  work  was  being  performed 
on  the  vehicle. 

In  one  case,  a  55-year-old  woman  was  found  dead  at 
the  bottom  of  her  basement  stairs  after  her  neighbor  had 
jump-started  her  car  and  left  it  running  in  the  basement 
so  that  the  lady  could  get  to  work.  In  another  case,  three 
elderly  persons  died  when  one  of  them,  a  79-year-old 


Table  2 

Accidental  Carbon  Monoxide  Fatalities  (333) 

Circumstances  of  Exposure 

Motor  Vehicles 

Parked 

In  Closed  Space 

Other 
No  motor  vehicle  involved 

Heating  Systems  Involved 

276  (83%) 
173 
62 

41 

57(17%) 

47 

man,  ran  his  sister's  car  in  the  basement  so  that  he  could 
add  fluid.  His  76-year-old  mie  was  found  dead  in  the 
upstairs  bedroom  and  his  69-year-old  sister,  a  few  feet 
from  her  car.  In  other  cases,  stereo  systems  and  CB 
radios  were  being  installed  in  running  vehicles  in  base- 
ments and  garages. 


Fatal  CO  Exposure  Not  Involvins  Vehicles 

From  1972  to  1985,  there  were  57  deaths  from  circum- 
stances not  involving  vehicles.  Forty-seven  were  asso- 
ciated with  defective  stoves,  heaters  or  appliances,  the 
most  common  being  improperly  vented  gas  furnaces. 
These  situations  can  lead  to  recurrent  problems  that  fre- 
quently are  not  indentified  as  being  related  to  CO.  Table 
4  illustrates  the  number  of  deaths  associated  with  use  of 
the  various  fuels. 

The  remaining  ten  non-vehicle  deaths  included  five  from 
the  use  of  charcoal  in  a  closed  space,  one  of  a  man  who 
was  repairing  a  lawn  mower  in  a  basement,  two  involving 
work  with  a  gasoline  piimp  in  a  well  house,  and  one 
involving  use  of  a  propane  heater  in  an  automobile. 

Many  of  these  victims  were  found  unconscious  or  dead 
in  their  homes.  Importantly,  many  had  recently  com- 
plained, some  to  medical  professionals,  about  nonspecific 
symptoms  that  now  can  be  attributed  to  CO  exposure. 
These  symptoms  were  most  commonly  headache,  nau- 
sea, vomiting,  dizziness,  confusion,  irritability,  and  dou- 
ble vision.  Examples  were  also  seen  of  deaths  or  iUness 
of  family  members  spread  over  considerable  periods  of 
time  that  were  recognized  only  too  late  to  have  CO  ex- 
posure as  their  probable  cause.  These  are  examples  that 
should  be  carefully  noted  by  rescue  personnel,  since  only 
they  have  the  opportunity  to  see  the  situations  in  which 
these  exposures  occur. 

On  a  Thursday  night,  a  40-year-old  woman  was  trans- 
ported to  the  emergency  room  because  of  dizziness  and 
weakness.  She  had  a  history  of  diabetes  and  heart  dis- 
ease. In  the  ER  she  was  given  intravenous  dextrose,  and 
then  she  was  sent  home.  Later  that  same  night,  her  24- 
year-old  son  was  brought  to  the  ER  in  a  coma.  The 
hospital  personnel  called  the  home  in  an  attempt  to  obtain 
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Table  3 

Fatal  CO  Poisonings  from  Vehicles  Other  Than  Parked 
With  Engine  Running  With  Victims  Inside 


Deaths 


Cause 


11 

22 
8 


Car  exhaust  obstructed  by:  mud,  snow, 

weeds,  damaged  bumper,  mattress 
Auto  accident,  vehicle  immobilized 
Car  motor  running  in  basement,  victims  in 
the  house 


some  information  concerning  the  son,  but  were  unable 
to  get  an  answer.  On  Saturday  morning,  a  relative  found 
the  woman  dead.  Her  husband  and  fifteen-year-old  son 
were  in  a  confused,  comatose  state  with  possible  paral- 
ysis. They  were  transported  to  the  ER  by  ambulance. 
The  culprit  was  a  gas  furnace  leaking  dangerous  levels 
of  CO. 

In  another  case,  a  21-year-old  pregnant  woman  was 
found  dead  and  her  husband  unconscious  in  their  mobile 
home  after  the  husband  had  failed  to  appear  for  a  job. 
The  couple  had  gone  to  the  emergency  room  the  night 
before  because  they  both  had  diarrhea  and  vomiting.  Their 
furnace  had  reportedly  been  giving  them  problems  for 
several  weeks. 

A  21-year-old  woman  went  to  visit  her  husband,  a 
resident  of  military  base  housing.  On  the  first  evening  of 
her  visit,  she  presented  to  the  emergency  room  with 
unconsciousness.  She  subsequently  died  of  suspected 
pneumonia.  The  family  was  further  grieved  to  discover 
the  pet  dog  dead  upon  their  arrival  home  fi-om  the  funeral. 
Approximately  three  weeks  later,  the  husband  was  found 
dead  in  the  apartment.  He  had  asked  base  personnel  to 
check  his  fiimace  two  days  earlier.  His  blood  carboxy- 
hemoglobin  level  was  65%,  a  lethal  level.  On  reexami- 
nation, the  fiimace  flu  was  found  to  be  obstructed  by  a 
bird's  nest. 

Carbon  monoxide  poisoning  is  among  the  most  com- 
mon causes  of  accidental  deaths  in  North  Carolina.  Judg- 
ing firom  the  firequency  of  death,  accidental  nonfatal  CO 
exposure  must  also  be  an  extremely  common  occur- 
rence. The  symptoms  of  CO  exposure  are  nonspecific, 
so  many  such  occurrences  go  unrecognized,  even  if  the 
victims  seek  medical  attention.  In  the  exposure  situation, 
observant,  knowledgeable  rescue  personnel  can  provide 
insight  that  can  be  life-saving. 


Other  Sources  of  Potentially  Dangerous 
CO  Levels 

CO  is  released  into  the  atmosphere  by  natural  as  well  as 
human-made  sources.  Some  of  the  sources  are  oxidation 
of  atmospheric  methane,  coal  burning,  forest  fires,  vol- 
canoes, agricultural  burning  and  solid  waste  disposal. 


Table  4 

Deaths  Associated  With  Fuels  Used 

For  Heating 

Fuel 

Deaths 

Natural  Gas 

31 

Kerosene 

4 

Fuel  Oil 

1 

Coal 

2 

Charcoal 

5 

Unknown 

9 

However,  the  internal  combustion  engine  is  our  largest 
source  of  CO.  From  1940  through  1968,  there  was  a 
dramatic  increase  in  CO  emissions  in  the  U.S.  due  to  the 
increased  use  of  the  automobile.  Since  1970,  automobile 
CO  emission  has  declined  due  to  the  installation  of  emis- 
sion control  devices. 

CO  concentration  levels  are  higher  in  urban  areas  with 
dense  traffic  and  tend  to  peak  during  the  morning  and 
evening  rush  hour  traffic.  CO  emission  depends  on  ve- 
hicle speed,  traffic  volume  and  meteorological  conditions. 
Emission  decreases  with  increasing  vehicular  speed  so 
that  even  with  dense  traffic,  high-speed  highways  tend 
to  yield  lower  CO  concentrations  than  busy  city  streets. 

In  special  situations  such  as  in  underground  garages, 
tunnels,  and  loading  platforms,  CO  concentrations  can 
reach  dangerously  high  levels  for  extended  periods.  It  is 
recommended  that  CO  monitoring  devices  be  installed 
to  sound  an  alert  when  levels  begin  to  exceed  safe  limits, 
generally  50  parts  per  million. 

Another  frequent  source  of  CO  exposure  is  cigarette 
smoking.  Cigarette  smoke  can  reach  concentrations  of 
400  parts  per  million  of  CO  and  produce  blood  carboxy- 
hemoglobin  levels  as  high  as  18%.  The  average  carboxy- 
hemoglobin  level  for  smokers  is  3%  to  10%  and  tiie  av- 
erage level  for  nonsmokers  is  1%'. 

The  chronic,  low-level  exposures  are  suspected  of  con- 
tributing to  the  development  of  heart  disease  and  to  the 
worsening  of  symptoms  in  people  who  already  have  heart 
or  lung  diseases. 

As  the  case  examples  of  accidental  CO  poisonings  dem- 
onstrate, faulty  or  improperly  ventilated  heating  systems, 
faulty  appliances,  and  airtight  structures  can  contribute 
to  accidental  acute  CO  poisoning. 


Mechanism  of  CO  Poisoning 

Carbon  Monoxide  enters  the  body  through  the  respira- 
tory system  and  its  toxic  and  often  lethal  effects  are 
associated  witii  its  binding  power  with  the  hemoglobin 
molecule. 

The  respiratory  and  cardiovascular  systems  work  to- 
gether to  provide  the  essential  oxygen  for  the  tissues  of 
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the  body.  The  oxygen  binds  with  the  hemoglobin  mole- 
cule in  the  red  blood  cell  and  is  transported  to  the  tissues. 
However,  hemoglobin  has  an  affinity  for  CO  that  is  230 
to  270  times  greater  than  that  for  oxygen.  A  hemoglobin 
molecule  exposed  to  CO  will  bind  with  the  CO  and  dis- 
place the  oxygen.  This  means  that  a  red  blood  cell  that 
is  exposed  to  one  part  carbon  monoxide  and  about  200 
parts  oxygen  will  bind  equal  amounts  of  the  two  gases. 
Therefore,  carbon  monoxide  in  small  amounts  reduces 
the  oxygen  carrying  capacity  of  the  blood  severely  and 
causes  damage  to  tissues  resulting  from  inadequate  oxy- 
gen availability.  This  condition  is  called  "tissue  hypoxia, " 
a  term  meaning  low  oxygen. 

Since  CO  poisoning  causes  tissue  hypoxia,  the  signs 
and  symptoms  are  related  to  tissues  with  the  greatest 
oxygen  consumption,  the  brain  and  heart  muscle.  Many 
variables  affect  the  CO  level  reached  by  individuals  and 
how  rapidly  these  levels  are  reached.  Some  of  the  var- 
iables are: 

1  Concentration  of  CO 

2  Length  of  exposure 

3  Respiratory  rate  and  depth 

4  Level  of  oxygen  in  the  air 

5  Age  of  the  individual 

6  Other  underlying  disease  (lung  disorder,  heart 
disease,  anemia,  etc.) 

The  effects  of  hypoxia  due  to  CO  vary  and  may  include 
the  following: 

Oxygen  deScit  to  the  brain  may  cause  central  nervous 
system  complications  such  as  uncontrolled  movements 
or  alterations  in  personality  and  cognitive  function.  More 
frequently,  it  will  cause  throbbing  headache,  dizziness, 
visual  deficiency  or  blindness,  central  hearing  loss,  nau- 
sea and  vomiting  and  general  weakness.  The  victim  may 
appear  intoxicated.  These  symptoms  may  be  of  gradual 
onset  and  appear  very  flu-like. 

Oxygen  deScit  to  the  heart  may  cause  heart  rhythm 
disturbances  and  angina.  Patients  with  underlying  coro- 
nary artery  disease  may  be  placed  in  a  precarious  situ- 
ation since  tissue  hypoxia  could  cause  the  heart  to  in- 
crease its  rate  to  provide  more  oxygen  for  peripheral 
tissues  while  the  heart  muscle  itself  is  deprived  of  oxy- 
gen. 

The  skin  may  appear  flushed,  cyanotic,  pink  or  pale. 
The  classic  "cherry  red  skin"  was  an  uncommon  finding 
in  most  of  the  reports  we  reviewed,  especially  in  the 
subacute  cases. 

The  response  to  the  carbon  monoxide  level  in  the  blood 
is  extremely  variable.  However,  the  foUoviing  COHb  lev- 
els generally  produce  these  effects: 

1-10%:  May  produce  no  prominent  symptoms. 
10-20%:  May  produce  headache,  nausea,  and  vom- 
iting. 
20-30%:  May  produce  headache,  irritability,  fatigue. 


poor  judgment,  dizziness  and  impaired  vision. 
40-50%:   May  produce  headache,   confusion,   col- 
lapse, fainting  on  exertion. 

60-70%:  Will  produce  loss  of  consciousness,  inter- 
mittent seizures,  respiratory  failure,  death  unless 
treatment  is  begun  rapidly. 
80%:  Rapidly  fatal. 


Special  Danger  to  Fire  Fighters 

The  acute  exposure  of  most  interest  to  fire  fighters  is 
obviously  that  associated  with  fires.  Several  studies  have 
demonstrated  rapid  build-up  of  extremely  high  levels  of 
CO  during  the  evolution  of  a  fire. 

In  a  series  of  routine  structure  fires  in  Baltimore,  fire 
fighters  were  directly  exposed  to  CO  levels  above  5,000 
ppm  (0.5000%)  in  10%  of  the  cases  with  a  maximum 
exposure  to  one  fire  fighter  of  27, 000  ppm  or  2. 7%.  Many 
of  these  individual  exposures  would  have  been  immedi- 
ately lethal  had  the  fire  fighters  lost  the  use  of  their 
breathing  equipment.  It  is  clear  that  the  danger  of  ex- 
posure to  carbon  monoxide  alone  justifies  the  use  of 
breathing  equipment  during  the  fighting  of  any  structure 
fire. 

The  duration  of  the  hazard  from  carbon  monoxide  after 
the  fire  in  a  structure  has  been  extinguished  depends 
upon  the  degree  of  ventilation.  Confined  spaces  such  as 
cellars  or  enclosed  pantries  are  especially  dangerous. 
The  clearance  to  work  without  breathing  equipment  must 
obviously  be  a  judgment;  but  generally  the  danger  must 
be  considered  to  be  present  until  the  entire  building  has 
been  completely  opened  and  ventilated. 

Wildland  fires  also  produce  a  CO  exposure  hazard  for 
fire  fighters.  Atmospheric  levels  as  high  as  50,000  ppm 
have  been  recorded  by  remote  sensors  in  the  immediate 
area  of  a  large  forest  fire.  Blood  carboxyhemoglobin  lev- 
els of  10%  to  14%  were  noted  in  nonsmoking  fire  fighters 
involved  in  clean-up  operations  at  a  large  fire  in  Hyde 
County  in  1984.  As  would  be  expected,  only  personnel 
on  the  down-wind  side  of  the  fire  experienced  these  ex- 
posures, while  those  up-vwid  from  the  fire  had  normal 
levels.  These  findings  document  the  need  to  rotate  per- 
sonnel into  and  out  of  the  high  exposure  areas  during 
heavy  fire  conditions. 


Treatment 

CO  poisoning  or  suspected  CO  poisoning  should  always 
be  regarded  as  a  medical  emergency  calling  for  prompt 
intervention.  Treatment  should  begin  immediately  with 
removal  of  the  victim  from  the  source  of  the  gas.  The 
victim  should  then  be  given  the  highest  concentration  of 
inspired  oxygen  that  the  rescuers  have  available.  Oxygen 
will  increase  tissue  oxygenation  and  decrease  carboxy- 
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hemoglobin  half-life.  The  half-life  of  carboxyhemoglobin 
while  the  subject  is  breathing  room  air  is  approximately 
240  minutes.  This  is  decreased  to  40  minutes  with  admin- 
istration of  100%  oxygen.  If  it  is  possible  to  draw  a  blood 
sample  prior  to  beginning  oxygen  therapy,  this  is  rec- 
ommended. However,  oxygen  therapy  should  never  be 
withheld  while  waiting  for  a  confirmed  diagnosis  of  CO 
intoxication. 

In  the  hospital,  oxygen  therapy  should  continue  until 
the  carboxyhemoglobin  level  has  fallen  to  1%,  and  many 
experts  suggest  that  it  may  be  beneficial  to  continue  with 
oxygen  therapy  beyond  this  point  in  patients  with  evi- 


dence of  cerebral  dysfunction.  Some  patients  with  ex- 
tremely high  levels,  and  evidence  of  severe  brain  dys- 
function, might  benefit  from  administration  of  pure  oxygen 
in  a  pressurized  chamber  (hyperbaric  oxygenation).  ■ 


Reference 

1  The  deaths  we  review  are  those  investigated  by  the  Office 
of  the  Chief  Medical  Examiner  of  North  Carolina  during  1972- 
1985. 


Before  you  buy  a  product 


r^Read  the  label 
^Check  the  package 


If  anything  seems  wrong,  tell 
the  store  manager. 

^When  you  open  it,  CHECK  IT  OUT 
again.  If  it  looks  or  smells  wrong, 
take  it  back. 


-  A  message  from  this  magazine  and  the  Food  and  Drug  Administration 
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The  American  Board  of  Medical  Specialties 


This  helpful  information  on  medical  specialties  and  specialists  is 

reprinted  from  a  booklet  of  the  same  title  published  by  the 

American  Board  of  Medical  Specialties'  (ABMS). 


Everyone  knows  what  a  "medical  doctor"  is  —  a 
physician  who  has  had  years  of  training  to  un- 
derstand the  diagnosis,  treatment  and  prevention 
of  disease.  The  basic  training  of  a  physician  spe- 
cialist includes  four  years  of  premedical  education  in  a 
college  or  university,  four  years  of  medical  school,  and 
after  receiving  the  M.D.  degree,  at  least  three  years  of 
specialty  training  under  supervision  (called  a  "resi- 
dency"). Training  in  various  subspecialties  vnthin  the 
general  specialties  of  internal  medicine,  obstetrics  & 
gynecology,  pathology,  pediatrics  and  surgery  can  take 
two  to  three  years  longer. 

The  process  most  widely  used  by  physicians  to  tell 
whether  and  why  you  are  sick  is  to  ask  you  and/or  your 
family  members  questions  about  your  health  and  your 
past  medical  history.  This  process,  called  "taking  a  his- 
tory, "  is  usually  followed  by  an  appropriate  examination 
of  your  body  (a  "physical  examination")  to  determine  how 
well  it  is  functioning  and  whether  there  are  signs  of  dis- 
ease. Doctors  also  use  a  variety  of  tests  such  as  x-rays, 
other  imaging  techniques,  and  additional  procedures  to 
evaluate  your  health  and  identify  any  diseases  or  other 
health  problems  which  may  be  present.  Some  of  these 
diagnostic  procedures  (e.g.  cardiac  catheterization,  CAT 
scans,  biopsy  of  body  tissues)  are  very  complicated.  They 
call  for  many  years  of  training  in  order  to  use  them  safely 
and  accurately. 

Then  the  doctor  will  recommend  what  treatment  is 
needed,  if  any.  Treatment  may  involve  surgery  (there 
are  many  types  of  surgical  specialists),  medication,  or 
other  complex  procedures. 

The  complexity  of  the  body's  structure  and  the  way  it 
functions  call  for  high  levels  of  skill  in  understanding  body 
systems  and  in  knowing  the  effect  that  each  system  has 


*The  American  Board  of  Medical  Specialties,  One  American 
Plaza,  Suite  805,  Evanston,  IL  60201.  Reprinted  with  permis- 
sion. The  booklet  is  available  from  the  Board  at  the  above 
address  for  25  cents  a  copy. 
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on  the  whole,  in  health  and  in  disease.  That  is  why,  today, 
most  physicians  choose  to  specialize. 

Specialists  are  doctors  who  concentrate  on  certain  body 
systems,  specific  age  groups,  or  on  complex  scientific 
techniques  developed  to  diagnose  or  treat  certain  types 
of  disorders.  Specialties  in  medicine  developed  because 
of  the  rapidly  expanding  body  of  knowledge  about  health 
and  illness  and  the  constantly  evolving  new  treatment 
techniques  for  disease.  Today,  no  one  doctor  can  hope 
to  master  the  total  field  of  medical  knowledge  or  maintain 
skills  in  all  diagnostic  tests,  treatments,  and  procedures. 

A  subspecialist  is  a  physician  who  has  completed  train- 
ing in  a  general  medical  specialty  and  then  takes  additional 
training  in  a  more  specific  sub-area  of  that  specialty  called 
a  subspecialty.  This  training  increases  the  depth  of  knowl- 
edge of  the  specialist  in  that  particular  field.  For  example, 
cardiology  is  a  subspecialty  of  internal  medicine;  pediatric 
surgery  is  a  subspecialty  of  surgery;  and  child  psychiatry 
is  a  subspecialty  of  psychiatry.  The  training  of  a  subspe- 
cialist within  a  specialty  requires  an  additional  one  or  more 
years  of  full-time  education  in  a  program  called  a  "fellow- 
ship. " 


Training  of  a  Specialist 

The  training  of  a  specialist  begins  after  the  doctor  has 
received  the  M.D.  degree  from  a  medical  school,  in  what 
is  called  a  residency.  Resident  physicians  dedicate  them- 
selves for  three  to  seven  years  to  full-time  experience 
in  a  hospital  or  ambulatory  care  setting,  caring  for  patients 
under  the  supervision  of  experienced  teaching  specialists. 
Educational  conferences  and  research  experience  are  also 
part  of  that  training.  A  doctor  in  training  to  be  a  specialist 
is  called  a  "resident, "  although  the  first  year  of  residency 
used  to  be  called  an  "internship. " 

In  each  state,  the  privilege  to  practice  medicine  is 
governed  by  state  law  and  is  not  designed  to  recognize 
the  knowledge  and  skills  of  a  trained  specialist.  The  phy- 
sician is  licensed  to  practice  general  medicine  and  surgery 
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by  a  State  Board  of  Medical  Examiners  after  passing  a 
licensure  examination.  Each  state  has  its  own  examining 
procedure  to  license  physicians,  and  this  board  sets  the 
general  standards  for  all  physicians. 


Who  Credentials  a  Specialist  and/or 
Subspecialist? 

Specialty  boards  certify  physicians  as  having  met  certain 
published  standards.  There  are  23  specialty  boards  that 
are  recognized  by  the  American  Board  of  Medical  Spe- 
cialties (ABMS)  and  the  American  Medical  Association 
(AMA).  All  of  the  specialties  and  subspecialties  recog- 
nized by  the  ABMS  and  the  AMA  are  listed  in  the  brief 
descriptions  that  follow.  Remember,  a  subspecialist  first 
must  be  trained  and  certified  as  a  specialist. 

In  order  to  be  certified  as  a  medical  specialist  by  one 
of  these  recognized  boards,  a  physician  must  complete 
certain  requirements.  Generally,  these  include: 

1  Completion  of  a  course  of  study  leading  to  the 
M.D.  or  D.O.  degree  in  a  recognized  school  of  med- 
icine. 

2  Completion  of  three  to  seven  years  of  full-time 
training  in  an  accredited  residency  program  designed 
to  train  specialists  in  that  field. 

3  Some  specialty  boards  require  assessments  of  in- 
dividual performance  and  competence  fi-om  the  res- 
idency training  director  or  from  the  chief  of  service 
in  the  hospital  where  the  specialist  has  practiced. 

4  Most  specialty  boards  require  that  the  person  who 
seeks  certification  have  an  unrestricted  license  to 
practice  medicine  in  order  to  take  the  certification 
examination. 

5  Some  boards  require  that  the  doctor  have  a  period 
of  experience  in  full-time  practice  in  the  specialty 
prior  to  examination  for  certification  —  usually  two 
years  following  training. 

6  Finally,  each  candidate  for  certification  must  pass 
a  written  examination  given  by  the  specialty  board. 
Sixteen  of  the  23  specialty  boards  also  require  an 
oral  examination  conducted  by  senior  specialists  in 
that  field.  Candidates  who  have  passed  the  exams 
and  other  requirements  are  then  given  the  status  of 
"Diplomate"  and  are  certified  as  specialists.  A  sim- 
ilar process  is  followed  for  specialists  who  want  to 
become  subspecialists. 

Some  boards  issue  certificates  for  a  limited  period  of 
time,  usually  seven  to  ten  years.  In  order  to  retain  cer- 
tification, diplomates  of  those  boards  must  become  "re- 
certified," and  must  periodically  go  through  an  additional 
process  involving  continuing  education  in  the  specialty, 
review  of  credentials  and  ftirther  examination.  Some 
boards  that  may  not  require  recertification  have  provided 
voluntary  recertification  with  similar  requirements. 


How  To  Determine  If  a  Physician  Is  a 
Certified  Specialist  or  Subspecialist 

Certified  specialists  are  listed  in  directories  published  by 
the  American  Board  of  Medical  Specialties  (ABMS).  These 
include  individual  directories  for  each  specialty  and  also 
the  ABMS  Compendium  of  Certified  Medical  Specialists. 
The  ABMS  Compendium  can  be  found  in  most  public 
libraries,  hospital  libraries  and  medical  libraries.  Direc- 
tories are  also  available  in  university  libraries.  Alterna- 
tively, you  could  ask  for  that  information  from  your  county 
or  state  medical  society  (North  Carolina  Medical  Society, 
222  N.  Person  St.,  Raleigh  27611;  919/833-3836),  or 
from  the  American  Board  of  Medical  Specialties,  or  from 
a  particuah-  specialty  board  (the  list  of  specialty  boards 
appears  in  the  ABMS  booklet  from  which  this  excerpt  is 
taken). 


Description  of  Recognized  Specialties  and 
Subspecialties 


Allergy  and  Immunology 

An  allergist-immunologist  is  a  certified  internist  or  pe- 
diatrician expert  in  the  evaluation,  physical  and  laboratory 
diagnosis,  and  management  of  disorders  potentially  in- 
volving the  immune  system.  Selected  examples  of  such 
conditions  include  asthma,  anaphylaxis,  rhinitis,  eczema, 
urticaria,  and  adverse  reactions  to  drugs,  foods,  and  in- 
sect bites  as  well  as  immune  deficiency  diseases  (both 
acquired  and  congenital),  defects  in  host  defense,  and 
problems  related  to  autoimmime  disease,  organ  trans- 
plantation or  malignancies  of  the  immune  system.  The 
scope  of  this  specialty  is  ever-widening  as  our  under- 
standing of  the  immune  system  develops.  Selected  ex- 
perts may  be  additionally  certified  in  "Diagnostic  Labo- 
ratory Immunology"  after  additional  training  in  the  various 
laboratory  procedures  required  to  analyze  both  the  func- 
tion and  malfunction  of  the  immune  system. 


Anesthesiology 

The  anesthesiologist  is  a  physician-specialist  who,  follow- 
ing medical  school  graduation  and  at  least  four  years  of 
postgraduate  training,  has  the  principal  task  of  providing 
pain  relief  and  maintenance,  or  restoration,  of  a  stable 
condition  during  an  operation,  an  obstetric  or  diagnostic 
procedure.  The  anesthesiologist  assesses  the  risk  of  the 
patient  undergoing  surgery  and  optimizes  the  patient's 
condition  prior  to,  during  and  after  surgery.  Anesthe- 
siologists diagnose  and  treat  acute  and  long-standing  pain 
problems.  Anesthesiologists  diagnose  and  treat  patients 
who  have  critical  illnesses  or  are  severely  injured.  Anes- 
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thesiologists  direct  resuscitation  in  tine  care  of  patients 
with  cardiac  or  respiratory  emergencies  including  the 
provision  of  artificial  ventilation.  They  also  supervise  and 
teach  others  involved  in  anesthesia,  respiratory  and  in- 
tensive care.  Anesthesiologists  may  specialize  in  Critical 
Care  Medicine  as  practiced  in  critical  care  and  intensive 
care  units,  post-anesthesia  recovery  rooms,  and  other 
settings. 

Critical  Care  Medicine:  The  anesthesiologist  who 
specializes  in  Critical  Care  Medicine  is  a  physician  who 
after  completion  of  anesthesiology  training  must  receive 
additional  training  in  critical  care  because  the  requisite 
knowledge  and  skills  extend  beyond  anesthesiology  train- 
ing and  cross  traditional  specialty  lines.  The  primary  work 
place  is  an  intensive  or  critical  care  unit.  Anesthesiolo- 
gists trained  in  critical  care  are  qualified  to  diagnose,  treat 
and  support  patients  with  multiple  organ  system  dys- 
function. In  addition,  they  may  have  administrative  re- 
sponsibilities for  intensive  care  units  and  may  participate 
in  the  training  and  medical  direction  of  essential  health 
care  professionals  such  as  nurses  and  respiratory  ther- 
apists. The  critical  care  anesthesiologist,  in  addition  to 
providing  direct  patient  care,  may  also  facilitate  and  co- 
ordinate patient  care  among  the  primary  physician,  the 
critical  care  staff,  and  other  specialists. 


Colon  and  Rectal  Surgery 

A  colon  and  rectal  surgeon  is  a  fully  trained  general  sur- 
geon who  has  had  additional  training  in  the  diagnosis  and 
treatment  of  diseases  of  the  intestinal  tract,  rectum  and 
anus.  These  include  such  anal  conditions  as  hemorrhoids, 
fissures,  and  fistulas,  and  such  colon  and  rectal  diseases 
as  polyps,  cancer,  colitis  and  diverticulitis. 


Dermatology 

A  dermatologist  is  a  physician  concerned  vnth  the  pre- 
vention, diagnosis,  and  treatment  of  benign  and  malignant 
disorders  of  the  skin  and  related  tissues  of  the  mouth, 
external  genitalia,  hair  and  nails.  The  dermatologist  also 
diagnoses  and  treats  a  number  of  diseases  transmitted 
through  sexual  activity.  Dermatologists  use  many  diag- 
nostic procedures  including  microscopic  and  microbio- 
logic examination  of  the  skin  and  its  secretions.  Treat- 
ment methods  used  by  the  dermatologist  include  externally 
applied,  injected  and  internal  medications,  selected  x-ray 
and  ultraviolet  light  therapy,  and  a  range  of  surgical  pro- 
cedures using  instruments  including  the  scalpel,  surgical 
curette,  electrosurgical  unit,  fi-eezing  surgical  unit,  and 
laser. 

With  this  background  and  knowledge,  the  dermatolo- 
gist is  singularly  qualified  to  advise  on  the  care  of  normal 
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skin,  to  prescribe  measures  to  maintain  the  skin  in  a  state 
of  health,  to  make  accurate  diagnoses  and  administer 
treatment  for  all  skin  diseases  and  the  skin  manifestations 
of  internal  diseases  and  sexually-transmitted  diseases.  In 
addition,  the  dermatologist  has  had  training  and  experi- 
ence in  the  management  of  skin  cancers,  moles,  and  other 
tumors  of  the  skin  and  in  the  use  of  the  various  techniques 
for  the  correction  of  cosmetic  defects  of  the  skin.  Patients 
seeking  a  dermatologist  ordinarily  may  come  directly  or 
be  referred  by  another  physician. 


Emergency  Medicine 

Emergency  Medicine  is  the  medical  specialty  that  focuses 
on  the  immediate  decision  making  and  action  necessary 
to  prevent  death  or  any  fijrther  disability.  It  is  primarily 
hospital  emergency  department  based,  but  with  exten- 
sive prehospital  responsibilities  for  emergency  medical 
systems. 

The  emergency  physician  provides  immediate  initial 
recognition,  evaluation,  care  and  disposition  of  a  generally 
undifferentiated  population  of  patients  in  response  to  acute 
illness  and  injury.  The  care  provided  by  the  emergency 
physician  is  episodic  in  nature  and  involves  a  full  spectrum 
of  physical  and  behavioral  conditions. 


Family  Practice 

Family  Practice  is  the  primary  medical  specialty  which  is 
concerned  with  the  total  health  care  of  the  individual  and 
the  family.  It  is  the  specialty  in  breadth  which  integrates 
the  traditional  biological  and  clinical  sciences  with  the 
behavioral  and  preventive  aspects  of  the  practice  of  med- 
icine and  is  not  limited  by  any  particular  age,  sex,  organ 
system  or  disease  entity. 

Training  in  Family  Practice  encompasses  knowledge 
and  skills  which  prepare  the  physician  for  a  unique  role 
as  a  personal  physician  who  provides  comprehensive 
health  care  to  the  individual  and  family. 


Internal  Medicine 

A  general  internist  is  a  physician  who  provides  scientif- 
ically based,  empathic  care  for  the  nonsurgical  illnesses 
of  adolescents  and  adults.  This  care  tends  to  be  char- 
acterized by  a  mutual  personal  commitment  between  doc- 
tor and  patient,  by  stability  over  time,  by  substantial 
breadth,  and  by  an  appropriate  attention  to  elements  of 
human  support,  sensitivity,  and  concern.  It  is  marked  by 
technical  sophistication  and  major  professional  expertise. 
The  general  internist  provides  continuing,  comprehen- 
sive care  for  common  and  complex  multisystem  illnesses 
in  the  ambulatory  care  as  well  as  the  hospital  setting. 


The  general  internist  also  functions  as  a  consultant  to 
other  specialists  and  is  competent  to  handle  critically  ill 
patients  and  nonsurgical  disorders  in  adolescents  and 
adults  seeking  aid  in  the  emergency  room  setting.  Well- 
trained  internists  are  unique  in  their  ability  to  deliver  with 
broad  competence  primary,  secondary,  and  tertiary  care. 

Internists  may  subspecialize  in: 

Cardiovascular  Medicine:  Cardiologists  subspe- 
cialize in  diseases  of  the  heart,  lungs,  and  blood  vessels 
and  manage  complex  cardiac  conditions  such  as  heart 
attacks  and  life-theatening  abnormal  heart  beat  rhythms, 
in  settings  such  as  the  coronary  care  unit  of  a  hospital. 
They  often  perform  complicated  diagnostic  procedures 
such  as  cardiac  catheterizations. 

Critical  Care  Medicine:  The  intemist-intensivist 
subspecializes  in  managing  life-threatening  acute  disor- 
ders in  intensive  care  units  and  other  settings.  Shock, 
coma,  heart  failure,  respiratory  arrest,  drug  overdoses, 
massive  bleeding,  diabetic  acidosis,  and  kidney  shutdown 
are  examples  of  conditions  requiring  critical  care  by  in- 
ternists. 

Diagnostic  Laboratory  Immunology:  This  is  a 
subspecialty  field  in  which  laboratory  tests  and  complex 
procedures  are  used  to  diagnose  and  treat  disorders  char- 
acterized by  defective  responses  of  the  body's  immune 
systems. 

Endocrinology:  The  endocrinologist  concentrates  on 
disorders  of  the  internal  (endocrine)  glands  such  as  the 
thyroid  and  adrenal  glands.  Endocrinology  also  deals  with 
disorders  such  as  diabetes,  metabolic  and  nutritional  dis- 
orders, pituitary  diseases,  and  menstrual  and  sexual 
problems. 

Gastroenterology:  The  subspecialty  of  the  digestive 
organs  involves  the  stomach,  bowels,  liver,  gallbladder, 
and  related  organs.  The  gastroenterologist  treats  con- 
ditions such  as  abdominal  pain,  ulcers,  diarrhea,  cancer, 
and  jaundice,  and  consults  with  surgeons  when  abdominal 
operations  are  indicated.  Gastroenterologists  visualize  the 
hollow  organs  through  lighted  endoscopes,  and  through 
these  flexible  tubes  can  biopsy  lining  tissues  and  remove 
small  polyps. 

Hematology:  Hematologists  subspecialize  in  diseases 
of  the  blood,  spleen,  and  lymph  glands.  They  ti-eat  con- 
ditions such  as  anemia,  clotting  disorders,  sickle  cell  dis- 
ease, hemophilia,  leukemia,  and  lymphoma,  and  may  per- 
form special  types  of  transfusions  and  biopsy  the  bone 
marrow  for  analysis. 

Infectious  Disease:  These  subspecialists  deal  with 
infectious  diseases  of  all  types  and  in  all  organs.  Condi- 
tions requiring  selective  use  of  antibiotics  call  for  this 
special  skill.  Patients  with  fevers  which  have  not  been 


explained  are  often  diagnosed  and  treated  by  these 
subspecialists. 

Medical  Oncology:  The  medical  oncologist  special- 
izes in  the  diagnosis  and  treatment  of  all  types  of  cancer 
and  other  benign  and  malignant  tumors.  These  subspe- 
cialists also  decide  on  and  administer  chemotherapy  for 
malignancy  as  well  as  consult  with  surgeons  and  radioth- 
erapists on  treatment  for  cancer. 

Nephrology:  The  nephrologist  is  concerned  with  dis- 
orders of  the  kidney,  hypertension,  fluid  and  mineral  bal- 
ance, dialysis  of  body  wastes  when  the  kidneys  do  not 
function,  and  consultation  with  surgeons  about  kidney 
transplantation. 

Pulmonary  Diseases:  Pulmonary  Disease  is  the 
subspecialty  concerned  with  diseases  of  the  lungs  and 
other  chest  tissues.  The  pulmonologist  diagnoses  and 
treats  pneumonia,  cancer,  occupational  diseases,  bron- 
chitis, emphysema,  and  other  complex  disorders  of  the 
lungs.  Pulmonologists  test  lung  functions  in  many  ways, 
endoscope  the  bronchia  airways,  and  prescribe  and  mon- 
itor mechanical  assistance  to  ventilation.  Many  pulmonary 
disease  experts  supervise  critical  care  units. 

Rheumatology:  The  rheumatologist  is  concerned  viith 
diseases  of  joints,  muscle,  bones,  and  tendons.  The  rheu- 
matologist diagnoses  and  treats  arthritis,  various  types 
of  back  pain,  muscle  strains,  common  athletic  injuries, 
and  rare  diseases  of  the  connective  tissue  and  arteries 
in  many  body  systems  called  "collagen"  diseases.  He  may 
work  closely  with  other  specialists  such  as  physiatrists 
and  orthopaedic  surgeons. 

Allergy  &  Immunology:  The  subspecialty  of  allergy 
and  immunology  is  represented  by  a  conjoint  board  of  the 
American  Board  of  Internal  Medicine  and  the  American 
Board  of  Pediatrics,  called  the  American  Board  of  Allergy 
and  Immunology. 


Neurological  Surgery 

Neurological  Surgery  is  a  discipline  of  medicine  which 
deals  with  the  diagnosis,  evaluation  and  treatment  of  dis- 
eases of  the  brain,  spinal  cord,  and  nerves,  including  the 
blood  supply  to  these  structures.  The  Neurological  Sur- 
geon is  a  specialist  involved  in  the  operative  and  non- 
operative  management,  diagnosis,  evaluation,  treatment, 
critical  care  and  rehabilitation  of  patients  with  disorders 
of  the  nervous  system. 


Neurology 

A  neurologist  is  a  physician  concerned  with  the  diagnosis 
and  treatment  of  all  categories  of  disease  involving  the 
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central,  peripheral  and  autonomic  nervous  systems,  in- 
cluding their  coverings,  blood  vessels,  and  all  effector 
tissues,  such  as  muscle.  For  these  diseases  he/she  is 
often  the  principal  physician  and  may  render  all  levels  of 
care  commensurate  with  his/her  training.  He/she  should 
have  completed  training  in  an  accredited  training  program 
and  may  be  certified  through  examination  by  the  Amer- 
ican Board  of  Psychiatry  and  Neurology,  in  Neurology  or 
in  Neurology  with  Special  Qualifications  in  Child  Neurol- 
ogy. 


Nuclear  Medicine 

Nuclear  medicine  is  the  clinical  and  laboratory  medical 
specialty  that  employs  for  diagnosis,  therapy  and  re- 
search the  nuclear  properties  of  radioactive  and  stable 
nuclides  to  evaluate  metabolic,  physiologic,  and  patho- 
logic conditions  of  the  body.  A  specialist  in  nuclear  med- 
icine is  a  physician  who  has  been  awarded  a  medical 
degree  from  an  approved  medical  or  osteopathic  school, 
has  satisfactorily  completed  two  or  more  years  of  prep- 
aratory residency  training  and  two  years  of  nuclear  med- 
icine training  in  accredited  residency  programs,  and  who 
has  satisfactorily  passed  rigorous  written  examination  en- 
compassing the  medical  uses  of  radioactive  materials  and 
the  related  physical  and  biological  sciences. 

The  professional  competence  of  nuclear  medicine  phy- 
sicians includes:  Special  knowledge  in  the  physical  sci- 
ences encompassing  the  fiindamentals  of  nuclear  physics 
and  nuclear  magnetic  resonance;  the  principles  and  op- 
erations of  radiation  detection  and  nuclear  imaging  in- 
strumentation systems;  statistics  and  fundamentals  of 
computer  sciences;  the  biologic  effects  of  radiation  ex- 
posure and  the  principles  of  radiation  safety  and  protec- 
tion; the  production,  biochemistry,  and  pharmacology  of 
radioactive  pharmaceuticals;  and  the  diagnostic  and  ther- 
apeutic uses  of  radionuclides. 

The  nuclear  medicine  specialist  serves  as  a  consultant 
to  physicians  and  must  be  prepared  to  obtain  by  means 
of  history  and  physical  examination  pertinent  information 
from  patients,  and  to  select  and  carry  out  appropriate 
nuclear  medicine  diagnostic  procedures  and  nuclear  med- 
icine therapy  if  indicated. 

The  nuclear  medicine  physician  must  have  broad 
knowledge  and  experience  in  medicine  and  must  be  ca- 
pable of  extending  the  scope  of  nuclear  medicine  as  the 
specialty  evolves  and  expands. 


Obstetrics  and  Gynecology 

A  specialist  in  Obstetrics  and  Gynecology  is  a  physician 
who  is  certified  by  The  /^erican  Board  of  Obstetrics 
and  Gynecology,  Inc.  These  individuals  have  been  pre- 
pared to  provide  medical  and  surgical  care  for  disorders 
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that  affect  the  female  reproductive  system,  the  fetus  or 
the  newborn.  These  physicians  have  particular  knowl- 
edge and  skills  which  enable  them  to  serve  as  consultants 
to  physicians  who  practice  in  other  areas  of  medicine. 

A  specialist  in  Obstetrics  and  Gynecology  may  subspe- 
cialize  in: 

Gynecologic  Oncology:  A  gynecologic  oncologist  is 
a  specialist  in  Obstetrics  and  Gynecology  who  is  trained 
and  capable  in  the  comprehensive  management  of  pa- 
tients with  gynecologic  cancer  and  whose  present  activity 
includes  the  practice  of  gynecologic  oncology  in  an  insti- 
tutional setting  wherein  all  the  effective  forms  of  cancer 
therapy  are  available.  Comprehensive  management  should 
include  those  diagnostic  and  therapeutic  procedures  nec- 
essary for  the  total  care  of  patients  with  gynecologic 
cancer  or  complications  resulting  therefrom. 

Maternal-Fetal  Medicine:  A  specialist  in  Maternal- 
Fetal  Medicine  is  a  specialist  in  Obstetrics  and  Gyne- 
cology who  by  virtue  of  additional  education  is  prepared 
to  care  for  or  consult  on  patients  with  high  risk  preg- 
nancies. This  requires  advanced  knowledge  in  the  med- 
ical and  surgical  complications  of  pregnancy  and  their 
effect  on  both  the  mother  and  the  fetus.  It  also  requires 
expertise  in  the  most  current  diagnostic  and  treatment 
modalities  used  in  the  care  of  patients  with  high  risk 
pregnancies.  Advanced  knowledge  of  newborn  adaptation 
is  also  necessary  so  that  there  may  be  a  continuum  of 
excellence  in  care  from  the  fetal  to  newborn  periods. 

Reproductive  Endocrinology:  A  Reproductive  En- 
docrinologist is  a  specialist  in  Obstetrics  and  Gynecology 
who  has  been  appropriately  trained  and  is  capable  of  man- 
aging complex  problems  relating  to  Reproductive  En- 
docrinology and  Infertility,  one  whose  current  profes- 
sional activity  involves  the  practice  of  Reproductive 
Endocrinology  in  an  institutional  setting  wherein  essential 
diagnostic  and  therapeutic  facilities  are  being  appropri- 
ately utilized. 


Ophthalmology 

Ophthalmologists  are  concerned  with  comprehensive  care 
of  the  eyes  and  vision.  They  are  the  only  practitioners 
medically  trained  to  diagnose  and  treat  all  eye  and  visual 
problems  including  vision  services  (glasses  and  contact 
lenses),  and  medical  disorders  of  the  eye  including  sur- 
gical procedures  for  treatment. 


Orthopaedic  Surgery 

Orthopaedic  Surgery  is  the  medical  specialty  that  includes 
the  preservation,  investigation  and  restoration  of  the  form 
and  function  of  the  extremities,  spine  and  associated 


structures  by  medical,  surgical  and  physical  means.  Or- 
thopaedic surgeons  are  involved  with  the  care  of  patients 
whose  musculoskeletal  problems  are  present  at  birth  or 
develop  at  any  time  during  their  lifetime.  Congenital  de- 
formities, trauma,  infections,  tumors  and  metabolic  dis- 
turbances of  the  musculoskeletal  system  are  problems 
cared  for  by  the  orthopaedic  surgeon.  They  are  also  con- 
cerned vidth  all  problems,  as  well  as  primary  and  sec- 
ondary muscular  problems.  They  are  also  involved  in  the 
care  of  patients  who  manifest  the  effects  of  central  or 
peripheral  nervous  system  lesions  on  the  musculoskeletal 
system. 


Otolaryngology 

An  otolaryngologist-head  and  neck  surgeon  is  a  physician 
who  has  been  prepared  by  accredited  residency  programs 
to  provide  comprehensive  medical  and  surgical  care  of 
patients  with  diseases  and  disorders  that  affect  the  ears, 
the  respiratory  and  upper  alimentary  systems  and  related 
structures:  the  head  and  neck  in  general.  The  required 
five  years  of  postgraduate  specialty  training  must  include 
one  or  more  years  of  general  surgery  and  three  or  more 
years  of  otolaryngology-head  and  neck  surgery  in  ap- 
proved residency  programs. 

The  otolaryngologist-head  and  neck  surgeon  has  a 
command  of  the  core  of  knowledge,  skills  and  under- 
standing of: 

The  basic  medical  sciences  relevant  to  the  head  and 
neck;  the  respiratory  and  upper  alimentary  systems; 
the  communication  sciences,  including  knowledge  of 
audiology  and  speech-language  pathology;  the  chem- 
ical senses  and  allergy,  endocrinology  and  neurology 
as  they  relate  to  the  head  and  neck;  the  clinical 
aspects  of  diagnosis  and  the  medical  and/or  surgical 
therapy  or  prevention  for  diseases,  neoplasms,  de- 
formities, disorders  and/or  injuries  of  the  ears,  the 
respiratory  and  upper  alimentary  systems,  the  face, 
jaws  and  the  other  head  and  neck  systems.  Head 
and  neck  oncology  and  facial  plastic  and  reconstruc- 
tive surgery  are  fundamental  areas  of  expertise. 


Pathology 

Pathology  is  that  specialty  of  the  practice  of  medicine 
dealing  with  the  causes  and  nature  of  disease.  It  con- 
tributes to  diagnosis,  prognosis,  and  treatment  through 
knowledge  gained  by  the  laboratory  application  of  the 
biologic,  chemical,  and  physical  sciences  to  man,  or  ma- 
terials obtained  from  man. 

A  certified  specialist  in  pathology  is  a  physician  who 
voluntarily  undertook  and  successfiilly  completed  an  ap- 
proved graduate  medical  education  program  in  pathology 


and  an  evaluation  process,  including  an  examination  ad- 
ministered by  The  American  Board  of  Pathology.  The 
purpose  of  the  certification  process  is  to  assure  the  public 
and  the  medical  profession  that  the  pathologist  has  a  level 
of  knowledge,  skill  and  other  abilities  deemed  necessary 
for  the  scientific  practice  of  pathology. 

Pathologists  are  prepared  to  use  their  skills  and  knowl- 
edge for  the  diagnosis,  exclusion,  and  monitoring  of  dis- 
ease by  means  of  information  gathered  from  the  micro- 
scopic examination  of  tissue  specimens,  cells,  and  body 
fluids,  and  from  clinical  laboratory  tests  on  body  fluids 
and  secretions.  The  application  of  the  resulting  infor- 
mation to  patient  care  requires  pathologists  to  be  espe- 
cially knowledgeable  in  the  management  of  laboratories 
and  in  data  processing  and  to  be  conversant  vnth  new 
developments  in  "high"  technology.  Pathologists  have  the 
clinical  training  as  well  as  the  laboratory  expertise  to 
function  as  consultants  to  physicians  practicing  clinical 
medicine  and  to  patients. 

A  certiSed  specialist  in  pathology  may  subspecialize 
and  become  certiSed  in  one  of  the  following  areas: 

Blood  Banking:  A  physician  specializing  in  blood 
banking  is  responsible  for  the  maintenance  of  an  adequate 
blood  supply,  blood  donor  and  patient-recipient  safety, 
and  appropriate  blood  utilization.  Pretransfijsion  compat- 
ibility testing  and  highly  specialized  testing  procedures 
for  antibodies  under  his/her  direction  assure  the  clinician 
and  the  patient  that  blood  transfusions,  when  indicated, 
are  as  safe  as  possible.  The  blood  bank  specialist  directs 
the  preparation  and  safe  use  of  specially  prepared  blood 
components,  including  red  blood  cells,  white  blood  cells, 
platelets,  and  plasma  constituents. 

Chemical  Pathology:  A  chemical  pathologist  is  ex- 
pert in  the  biochemistry  of  the  human  body  as  it  applies 
to  the  understanding  of  the  cause  and  progress  of  disease. 
Chemical  pathology  entails  the  application  of  biochemical 
data  to  the  exclusion,  detection,  confirmation,  or  moni- 
toring of  a  given  disease  process.  The  chemical  pathol- 
ogist firnctions  as  a  clinical  consultant  in  the  diagnosis  and 
treatment  of  human  disease. 

Dermatopathology:  A  dermatopathologist  is  expert 
in  diagnosing  and  monitoring  diseases  of  the  skin  including 
infections,  immunologic,  degenerative,  and  neoplastic 
diseases.  This  entails  the  examination  and  interpretation 
of  specially  prepared  tissue  sections,  cellular  scrapings 
and  smears  of  skin  lesions  by  means  of  light  microscopy, 
electron  microscopy,  and  fluorescence  microscopy.  In 
order  to  fulfill  his  consulting  role  to  the  patient  and  to 
the  patient's  physician,  the  dermatopathologist  is  re- 
quired to  have  a  good  general  knowledge  of  medicine  and 
an  in-depth  knowledge  of  dermatology,  microbiology, 
parasitology,  new  technology,  and  laboratory  manage- 
ment. 
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Forensic  Pathology:  A  forensic  pathologist  is  expert 
in  investigating  and  evaluating  cases  of  sudden,  unex- 
pected, suspicious,  and  violent  death  as  well  as  other 
specific  classes  of  death  defined  by  law.  The  forensic 
pathologist  serves  the  public  as  coroner  or  medical  ex- 
aminer or  by  performing  medicolegal  autopsies  for  such 
officials. 

Hematology:  A  hematologist-pathologist  is  expert  in 
diseases  that  affect  blood  cells,  blood  clotting  mecha- 
nisms, bone  marrow,  and  lymph  nodes.  This  specialist 
has  the  knowledge  and  technical  skills  essential  for  the 
laboratory  diagnosis  of  anemias,  leukemias,  lymphomas, 
bleeding  disorders,  and  blood  clotting  disorders.  The 
hematologist/pathologist  functions  as  a  consultant  to  all 
physicians  and  works  closely  with  clinical  hematologists 
and  oncologists  (cancer  specialists). 

Immunopathology:  An  immunopathologist  is  con- 
cerned with  the  scientific  study  of  the  causes,  diagnosis, 
and  prognosis  of  disease  by  the  application  of  immuno- 
logical principles  to  the  analysis  of  tissues,  cells,  and  body 
fluids.  The  immunopathologist  is  required  to  have  a  de- 
tailed understanding  of  the  immunologic  basis  of  disease 
firom  the  perspective  of  anatomic  and  clinical  pathology 
and  to  have  the  knowledge  and  ability  to  interpret  labo- 
ratory data  in  relation  to  patients  with  immunologic  dis- 
eases and  organ  transplant  recipients. 

Medical  Microbiology:  A  medical  microbiologist  de- 
votes expertise  to  the  isolation  and  identification  of  mi- 
crobial agents  that  cause  infectious  disease.  Viruses,  bac- 
teria, molds  and  fungi,  as  well  as  single-cell  and  larger 
parasites  are  identified  and,  where  possible,  tested  for 
susceptibility  to  appropriate  antimicrobial  agents.  This 
pathologist  frequently  acts  as  consultant  to  primary  care 
physicians  in  the  diagnosis  and  selection  of  therapy  for 
patients  with  infectious  disease. 

Neuropathology:  A  neuropathologist  is  expert  in  the 
diagnosis  of  disease  of  the  nervous  system  and  skeletal 
muscles  and  functions  as  a  consultant  primarily  to  neu- 
rologists and  neurosurgeons.  The  neuropathologist  is 
knowledgeable  in  the  infirmities  of  man  as  they  affect  the 
nervous  and  neuromuscular  systems  be  they  degenera- 
tive, infective,  metabolic,  immunologic,  neoplastic,  vas- 
cular, or  physical  in  nature.  In  the  diagnosis  of  these 
diseases,  the  neuropathologist  employs  the  special  skills 
and  techniques  necessary  for  the  scientific  study  of  tis- 
sues, cells,  and  body  fluids. 


Pediatrics 

Pediatrics  is  the  specialty  of  medical  science  concerned 
with  the  physical,  emotional,  and  social  health  of  children 
from  birth  to  young  adulthood.  Pedriatric  care  encom- 
passes a  broad  spectrum  of  health  services  ranging  from 
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preventive  health  care  to  the  diagnosis  and  treatment  of 
acute  and  chronic  diseases. 

Pediatrics  is  a  discipline  that  deals  with  biological,  so- 
cial, and  environmental  influences  on  the  developing  child 
and  with  the  impact  of  disease  and  dysfunction  on  de- 
velopment. Children  differ  from  adults  anatomically, 
physiologically,  immunologically,  psychologically,  devel- 
opmentally,  and  metabolically.  The  pediatrician  under- 
stands this  constantly  changing  functional  status  of  his/ 
her  patients  incident  to  growth  and  development,  and  the 
consequent  changing  standards  of  "normal"  for  age. 

A  pediatrician  is  a  medical  specialist  who  is  primarily 
concerned  with  the  health,  welfare  and  development  of 
children  and  is  uniquely  qualified  for  these  endeavors  by 
virtue  of  interest  and  initial  training.  Maintenance  of  these 
competencies  is  achieved  by  experience,  training  and 
continuous  education. 

A  pediatrician  is  able  to  define  accurately  the  child's 
health  status,  as  well  as  being  able  to  serve  as  a  con- 
sultant and  to  make  use  of  other  specialists  as  consult- 
ants. Because  children's  welfare  is  heavily  dependent  on 
the  home  and  family,  the  pediatrician  supports  efforts  to 
create  a  nurturing  environment.  Such  support  includes 
education  about  healthful  living  and  anticipatory  guidance 
for  both  patients  and  parents. 

A  pediatrician  participates  at  the  community  level  in 
preventing  or  solving  problems  in  child  health  care  and 
publicly  advocates  the  causes  of  children. 

In  addition  to  the  general  comprehensive  pediatrician, 
there  are  subspecialists  in  pediatrics  in  a  number  of  sub- 
disciplines  such  as  cardiology,  neonatology,  endocrinol- 
ogy, hematology-oncology,  nephrology,  and  pulmonol- 
ogy.  A  later  edition  of  this  pamphlet  (to  be  published 
by  the  ABMS)  will  include  a  listing  and  definitions  of  these 
pediatric  subspecialties. 

The  subspecialty  of  allergy  and  immunology  is  repre- 
sented by  a  conjoint  board  of  the  American  Board  of 
Pediatrics  and  the  American  Board  of  Internal  Medicine, 
called  the  American  Board  of  Allergy  and  Immunology. 

Physical  Medicine  and  Rehabilitation 

Physical  Medicine  and  Rehabilitation  (also  referred  to  as 
Rehabilitation  Medicine,  or  Physiatry)  is  the  medical  spe- 
cialty concerned  with  evaluation  and  ftjnctional  restora- 
tion of  patients  with  disabilities  regardless  of  etiology. 
Some  of  the  more  common  conditions  which  produce  the 
disabilities  are  stroke,  multiple  sclerosis,  Parkinson's  dis- 
ease, amputation,  spinal  cord  injury,  cerebral  palsy,  ar- 
thritis, and  trauma. 


Plastic  Surgery 

The  specialty  of  Plastic  Surgery  deals  with  the  repair, 
replacement  and  reconstruction  of  defects  of  form  and 


function  of  the  integument  and  its  underlying  musculo- 
skeletal system,  with  emphasis  on  the  craniofacial  struc- 
tures, the  oropharynx,  the  upper  and  lower  limbs,  the 
breast,  and  the  external  genitalia.  It  includes  aesthetic 
surgery  of  structures  with  undesirable  form. 

Special  knowledge  and  skill  in  the  design  and  transfer 
of  flaps,  in  the  transplantation  of  tissues,  and  in  the  re- 
plantation of  structures  are  vital  to  these  ends,  as  is  skill 
in  excisional  surgery,  in  management  of  complex  wounds, 
and  in  the  use  of  alloplastic  materials. 

Knowledge  of  surgical  design,  surgical  diagnosis,  sur- 
gical and  artistic  anatomy,  surgical  pathology,  surgical 
onlcology,  surgical  physiology  and  pharmacology  and  bac- 
teriology, biomechanics,  embryology,  and  surgical  in- 
strumentation are  fundamental  to  this  specialty. 

The  judgment  and  technical  capability  for  achieving  sat- 
isfactory surgical  results  are  mandatory  qualities  for  the 
plastic  surgeon. 


Preventive  Medicine 

Preventive  Medicine  is  that  specialty  which  focuses  on 
the  health  of  individuals  and  defined  populations  in  order 
to  protect,  promote  and  maintain  health  and  well-being, 
and  to  prevent  disease,  disability  and  premature  death. 
In  addition  to  the  knowledge  of  basic  and  clinical  sci- 
ences and  the  skills  common  to  all  physicians,  the  dis- 
tinctive components  of  Preventive  Medicine  include: 

1  Biostatistics 

2  Epidemiology 

3  Health  services  administration 

4  Environmental  and  occupational  influences  on 
health 

5  Social  and  behavioral  influences  on  health 

6  Measures  which  prevent  the  occurrence,  pro- 
gression and  disabling  effects  of  disease  or  injury 


Psychiatry 

These  specialists  deal  vnth  diagnosis,  treatment  and  pre- 
vention of  mental,  emotional  and/or  behavioral  disorders. 
They  also  enhance  the  adaptation  of  individuals  who  are 
coping  with  stress,  crises,  and  other  problems  in  living. 

A  psychiatrist  may  subspecialize  in: 

Child  Psychiatry:  A  child  psychiatrist  is  a  psychia- 
trist with  specialty  qualification  in  the  diagnosis  and  treat- 
ment of  children,  adolescents  and  their  families. 

Radiology 

Therapeutic  Radiology  (Radiation  Oncology)  is  that 


branch  of  Radiology  which  deals  with  the  therapeutic  ap- 
plications of  radiant  energy  and  its  modifiers  and  the  study 
and  management  of  disease,  especially  malignant  tumors. 

Diagnostic  Radiology  is  that  branch  of  Radiolgy  which 
deals  with  the  utilization  of  all  modalities  of  radiant  energy 
in  medical  diagnosis  and  therapeutic  procedures  utilizing 
radiations  emitted  by  x-ray  tubes,  radionuclides,  ther- 
magraphic  devices,  ultrasonographic  devices,  and  the  ra- 
dio-frequency electromagnetic  radiation  emitted  by  at- 
oms. 

Nuclear  Radiology  is  that  branch  of  Radiology  which 
involves  the  analysis  and  imaging  of  radionuclides  and 
radiolabeled  substances  in  vitro  and  in  vivo  for  diagnosis 
and  the  administration  of  radionuclides  and  radiolabeled 
substances  for  the  treatment  of  disease. 

Radiological  Physics  is  that  branch  of  medical  phys- 
ics which  includes  therapeutic  radiological  physics,  di- 
agnostic radiological  physics,  and  medical  nuclear  phys- 
ics; including  radiation  safety. 

Therapeutic  Radiological  Physics  is  that  branch 
of  medical  physics  which  deals  with  (1)  the  therapeutic 
applications  of  roentgen  rays,  of  gamma  rays,  of  electron 
and  other  charged  particle  beams,  of  neutrons,  and  of 
radiations  from  sealed  radionuclide  sources,  and  (2)  the 
equipment  associated  with  their  production  and  use. 

Diagnostic  Radiological  Physics  is  that  branch  of 
medical  physics  which  deals  with  (1)  the  diagnostic  ap- 
plications of  roentgen  rays,  of  gamma  rays  from  sealed 
sources,  of  ultrasonic  radiation,  and  of  radio-frequency 
radiation,  and  (2)  the  equipment  associated  with  their 
production  and  use. 

Medical  Nuclear  Physics  is  that  branch  of  medical 
physics  which  deals  with  (1)  the  therapeutic  and  diag- 
nostic application  of  radionuclides  (except  those  used  in 
sealed  sources  for  therapeutic  purposes),  and  (2)  the 
equipment  associated  with  their  production  and  use. 


General  Surgery 

A  general  surgeon  is  a  specialist  prepared  to  manage  a 
broad  spectrum  of  surgical  conditions  affecting  almost  any 
area  of  the  body.  The  surgeon  establishes  the  diagnosis 
and  provides  the  preoperative,  operative  and  postoper- 
ative care  to  patients  and  is  often  responsible  for  the 
comprehensive  management  of  the  trauma  victim.  During 
at  least  a  five-year  educational  period  after  obtaining  a 
medical  degree,  the  surgeon  has  acquired  knowledge  and 
technical  skill  in  problems  relating  to  the  head  and  neck, 
breast,  abdominal  wall,  extremities,  and  the  gastrointes- 
tinal, vascular  and  endocrine  systems.  The  surgeon  uses 
a  variety  of  diagnostic  techniques,  including  endoscopy, 
for  observing  internal  structures,  and  may  use  specialized 
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instruments  during  operative  procedures.  A  general  sur- 
geon is  expected  to  be  familiar  with  the  salient  features 
of  other  surgical  specialties  in  order  to  recognize  prob- 
lems in  those  areas  and  to  know  when  to  refer  a  patient 
to  another  specialist. 

Other  areas  of  special  expertise  are  recognized  within 
the  discipline  of  general  surgery,  requiring  additional 
training  and  further  examination: 

General  Vascular  Surgery:  A  surgeon  with  special 
qualifications  in  the  management  of  surgical  disorders  of 
the  blood  vessels  excluding  those  to  the  heart,  lungs  or 
brain. 

Pediatric  Surgery:  A  surgeon  with  special  qualifi- 
cations in  the  management  of  surgical  conditions  in  pre- 
mature and  newborn  infants,  children,  and  adolescents. 

Surgical  Critical  Care:  A  surgeon  with  special  qual- 
ifications in  the  management  of  the  critically  ill  patient, 
particularly  the  trauma  victim,  and  the  postoperative  pa- 
tient in  the  emergency  department,  intensive  care  unit, 
trauma  unit,  bum  unit,  and  other  similar  settings. 


Thoracic  Surgery 

Thoracic  surgery  encompasses  the  preoperative  evalu- 
ation, operative  management,  and  postoperative  care  of 
patients  with  pathologic  conditions  within  the  chest.  Spe- 
cifically, it  includes  the  surgery  for  congenital  anomalies. 


diseases  and  injuries  of  the  heart  and  great  vessels,  the 
lungs,  esophagus,  mediastinum,  chest  wall  and  diaphragm 
in  all  age  groups. 

To  possess  special  qualification  in  thoracic  surgery,  as 
recognized  in  certification  by  the  American  Board  of  Tho- 
racic Surgery,  requires  the  knowledge,  experience,  and 
technical  skill  to  diagnose  accurately,  to  operate  upon 
safely  and  to  manage  effectively  patients  with  intratho- 
racic abnormalities  that  are  appropriate  to  treat  sur- 
gically. This  requires  a  substantial  knowledge  of  cardi- 
orespiratory physiology,  as  well  as  capability  in  the  use 
of  extracorporeal  circulation,  intra-aortic  balloon  support, 
pacemakers,  pleural  drainage,  respiratory  support  sys- 
tems, and  metabolic  and  hemodynamic  monitoring.  Re- 
cognizing and  differentiating  thoracic  abnormalities  re- 
quires skill  in  endoscopy  and  other  invasive  and  non- 
invasive diagnostic  techniques. 


Urology 

A  specialist  in  Urology  is  a  physician  who  has  fiilfilled  the 
requirements  of,  and  is  certified  by.  The  American  Board 
of  Urology.  He  is  competent  to  manage  benign  and  ma- 
lignant medical  and  surgical  disorders  of  the  adrenal  gland 
and  of  the  genitourinary  system.  Urologists  have  com- 
prehensive knowledge  of,  and  skills  in,  endoscopic,  per- 
cutaneous, and  open  surgery  of  congenital  and  acquired 
conditions  of  the  reproductive  and  urinary  systems  and 
their  contiguous  structures.  ■ 


"When  I  Grow  Up  . . ." 

Every  child  likes  to  play  "grown-up", 
but  no  child  should  have  to  suffer  the  very 
grown-up  symptoms  of  childhood  cancer 

At  St  Jude  Children's  Research  Hospital, 
we're  fighting  to  put  an  end  to  this  sense- 
less loss,  and  were  working  toward  a  day 
when  no  innocent  "grown-up"  will  lose  her 
life  to  cancer 

To  find  out  how  you  can  help,  write  to 
St.  Jude.  505  N.  Parkway  Memphis.  TN 
38105.  or  call  1-800-238-9100. 

^#  ^  RESEARCH  HOSPHAL 
1^1^^  P3nny  Thomas,  founde< 
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ZOVIRAX 

(acyclovir) 

CAPSULES 

Prevent  genital  herpes 

recurrences 

month  after  month  with 

daily  therapy. 

(In  controlled  studies,  recurrences  were 
totally  prevented  for  4  to  6  months  in  up  to 
75%  of  patients.) 

Please  see  last  page  of  thin  adivrtisenient  for 
brief  summary  of  prescribing  information: 


ZOVIRAX 

(acyclovir) 

CAPSULES 

Help  free  your 
patients  from 
recurrences. 


Daily  therapy 

Coping  with  genital  herpes  is 
rarely  easy.  For  some,  the 
worst  part  is  the  pain  and 
disconifort  of  frequent  attacks 
—  month  after  month,  year 
after  year.  For  others,  the 
emotional  burden  presents  a 
more  difficult  problem,  leading 
to  social  isolation,  anxiety,  and 
diminished  self-esteem. 

Prevent  or  reduce 
recurrences 

Although  your  patients  have 
to  live  with  herpes,  they 
shouldn't  have  to  suffer.  Daily 
therapy  with  ZOVIRAX 
CAPSULES  can  help  free 
them  from  the  cycle  of 
recurrent  genital  herpes.  For 
many,  one  capsule  three  times 
a  day  can  suppress  recurrences 
completely  while  on  therapy. 


Generally 
well  tolerated 

Daily  therapy  with  ZOVIRAX 
CAPSULES  is  generally  well 
tolerated.  The  most  frequent 
adverse  reactions  reported 
during  clinical  trials  were 
headache,  diarrhea,  nausea/ 
vomiting,  vertigo,  and 
arthralgia. 

The  physical  and  emotional 
difficulties  posed  by  genital 
herpes  are  unique  for  each 
patient.  The  frequency  and 
severity  of  recurrent  episodes, 
as  well  as  the  emotional 
impact  of  the  disease,  should 
be  considered  when  selecting 
daily  therapy  with  ZOVIRAX 
CAPSULES. 

Please  see  brief  summary  of 
prescribing  information  on  next  page. 


Prevent  recurrences 
month  after  month* 

ZOVIRAX 

(acyclovir) 

CAPSULES 

Brief  Summary 

INDICATIONS  AND  USAGE:  Zovirax  Cap- 
sules are  indicated  for  the  treatment  of  initial 
episodes  and  the  management  of  recurrent  epi- 
sodes of  genital  herpes  in  certain  patients. 

The  severity  of  disease  is  variable  depending 
upon  the  immune  status  of  the  patient,  the  fre- 
quency and  duration  of  episodes,  and  the  degree 
of  cutaneous  or  systemic  involvement.  These 
factors  should  determine  patient  management, 
which  may  include  symptomatic  support  and 
counseling  only,  or  the  institution  of  specific 
therapy  The  physical,  emotional  and  psycho- 
social difficulties  posed  by  herpes  infections  as 
well  as  the  degree  of  debilitation,  particularly  in 
immunocompromised  patients,  are  unique  for 
each  patient,  and  the  physician  should  deter- 
mine therapeutic  alternatives  based  on  his  or 
her  understanding  of  the  individual  patient's 
needs.  Thus  Zovirax  Capsules  are  not  appropri- 
ate in  treating  all  genital  herpes  inifections.  The 
following  guidelines  may  be  useful  in  weighing 
the  benefit/risk  considerations  in  specific  disease 
categories: 

First  Episodes  (primary  and  nonprimary  infec- 
tions —  commonly  known  as  initial  genital 
herpes): 

Double-blind,  placebo-controlled  studies  have 
demonstrated  that  orally  administered  Zovirax 
significantly  reduced  the  duration  of  acute  infec- 
tion (detection  of  virus  in  lesions  by  tissue  cul- 
ture) and  lesion  healing.  The  duration  of  pain 
and  new  lesion  formation  was  decreased  in 
some  patient  groups.  The  promptness  of 
initiation  of  therapy  and/or  the  patient's  prior 
exposure  to  Herpes  simplex  virus  may  influence 
the  de^ee  of  benefit  from  therapy  Patients  with 
mild  disease  may  derive  less  benefit  than  those 
with  more  severe  episodes.  In  patients  with  ex- 
tremely severe  episodes,  in  which  prostration, 
central  nervous  system  involvement,  urinary 
retention  or  inability  to  take  oral  medication  re- 
quire hospitalization  and  more  aggressive  man- 
agement, therapjj  may  be  best  initiated  with 
intravenous  Zovirax. 
Recurrent  Episodes: 

Double-blind,  placebo-controlled  studies  in 
patients  with  frequent  recurrences  (6  or  more 
episodes  per  year)  have  shown  that  Zovirax 
Capsules  given  for  4  to  6  months  prevented  or 
reduced  the  frequency  and/or  severity  of  recur- 
rences in  greater  than  95%  of  patients.  Clinical 
recurrences  were  prevented  in  40  to  75%  of  pa- 
tients. Some  patients  experienced  increased 
severity  of  the  first  episode  following  cessation 
of  therapy;  the  seventy  of  subsequent  episodes 
and  the  effect  on  the  natural  history  of  the 
disease  are  still  under  study. 

The  safety  and  efficacy  oforally  administered 
acyclovir  in  the  suppression  of  frequent  episodes 
of  genital  herpes  have  been  established  only  for 
up  to  6  months.  Chronic  suppressive  therapy  is 
most  appropriate  when,  in  the  judgement  of  the 
physician,  the  benefits  of  such  a  regimen  out- 
weigh known  or  potential  adverse  effects.  In 
general,  Zovirax  Capsules  should  not  be  used  for 
the  suppression  of  recurrent  disease  in  mildly 
affected  patients.  Unanswered  questions  con- 
cerning the  human  relevance  of  in  vitro  muta- 
genicity studies  and  reproductive  toxicity 
studies  in  animals  given  very  high  doses  of  acy- 
clovir for  short  periods  (see  Carcinogenesis, 
Mutagenesis,  Impairment  of  Fertility)  should  be 
borne  in  mind  when  designing  long-term  man- 
agement for  individual  patients.  Discussion  of 
these  issues  with  patients  will  provide  them  the 
opportunity  to  weigh  the  potential  for  toxicity 
against  the  severity  of  their  disease.  Thus,  this 
regimen  should  be  considered  only  for  appropri- 
ate patients  and  only  for  six  months  untilthe 
results  of  ongoing  studies  allow  a  more  precise 
evaluation  of  the  benefit/risk  assessment  of 
prolonged  therapy. 

Limited  studies  have  shown  that  there  are  cer- 
tain patients  for  whom  intermittent  short-term 
treatment  of  recurrent  episodes  is  effective.  This 


approach  may  be  more  appropriate  than  a  sup- 
pressive regimen  in  patients  with  infrequent 
recurrences. 

Immunocompromised  patients  with  recurrent 
herpes  infections  can  be  treated  with  either 
intermittent  or  chronic  suppressive  therapy. 
Clinically  significarft  resistance,  although  rare, 
is  more  likely  to  be  seen  with  prolonged  or  re- 
peated therapy  in  severely  immunocompromised 
patients  with  active  lesions. 

CONTRAINDICATIONS:  Zovirax  Capsules 
are  contraindicated  for  patients  who  develop 
hypersensitivity  or  intolerance  to  the  compa- 
nents  of  the  formulation. 

WARNINGS:  Zovirax  Capsules  are  intended  for 
oral  ingestion  only 

PRECAUTIONS:  General:  Zovirax  has  caused 
decreased  spermatogenesis  at  high  doses  in  some 
animals  and  mutagenesis  in  some  acute  studies 
at  high  concentrations  of  drug  (see  PRECAU- 
TIONS —  Carcinogenesis,  Mutagenesis, 
Impairment  of  Fertility).  The  recommended  dos- 
age and  length  of  treatment  should  not  be  ex- 
ceeded (see  DOSAGE  AND  ADMINISTRATION). 

Exposure  of  Herpes  simplex  isolates  to  acy- 
clovir in  vitro  can  lead  to  the  emergence  of  less 
sensitive  viruses.  The  possibility  of  the  appear- 
ance of  less  sensitive  viruses  in  man  must  be 
borne  in  mind  when  treating  patients.  The  rela- 
tionship between  the  in  vitro  sensitivity  of 
Herpes  simplex  virus  to  acyclovir  and  clinical 
response  to  therapy  has  yet  to  be  established. 
Because  of  the  possibility  that  less  sensitive 
virus  may  be  selected  in  patients  who  are  receiv- 
ing acyclovir,  all  patients  should  be  advised  to 
take  particular  care  to  avoid  potential  transmis- 
sion of  virus  if  active  lesions  are  present  while 
they  are  on  therapy  In  severely  immunocompro- 
mised patients,  the  physician  should  be  aware 
that  prolonged  or  repeated  courses  of  acyclovir 
may  result  in  selection  of  resistant  viruses 
which  may  not  fully  respond  to  continued  acy- 
clovir therapy. 

Drug  Interactions:  Co-administration  of  pro- 
benecid with  intravenous  acyclovir  has  been 
shown  to  increase  the  mean  half-life  and  the 
area  under  the  concentration-time  curve. 
Urinary  excretion  and  renal  clearance  were 
correspondingly  reduced. 
Carcinogenesis,  Mutagenesis,  Impairment 
of  Fertility:  Acyclovir  was  tested  in  lifetime 
bioassays  in  rats  and  mice  at  single  daily  doses 
of  50, 150  and  450  mg/kg  given  by  gavage.  There 
was  no  statistically  significant  difference  in  the 
incidence  of  tumors  between  treated  and  control 
animals,  nor  did  acyclovir  shorten  the  latency  of 
tumors.  In  2  m  vitro  cell  transformation  assays, 
lised  to  provide  preliminary  assessment  of  poten- 
tial oncogenicity  in  advance  of  these  more  defini- 
tive life-time  bioassays  in  rodents,  conflicting 
results  were  obtained.  Acyclovir  was  positive 
at  the  highest  dose  used  in  one  system  and  the 
resulting  morphologically  transformed  cells 
formed  tumors  when  inoculated  into  immuno- 
suppressed,  syngeneic,  weanling  mice.  Acyclovir 
was  negative  in  another  transformation  system 
considered  less  sensitive. 

In  acute  studies,  there  was  an  increase,  not 
statistically  significant,  in  the  incidence  of 
chromosomal  damage  at  maximum  tolerated 
parenteral  doses  of  100  mg/kg  acyclovir  in  rats 
but  not  Chinese  hamsters;  higher  doses  of  500 
and  1000  mg/kg  were  clastogenic  in  Chinese 
hamsters.  In  addition,  no  activity  was  found 
afler  5  days  dosing  in  a  dominant  lethal  study  in 
mice.  In  6  of  11  microbial  and  mammalian  cell 
assays,  no  evidence  of  mutagenicity  was  ob- 
served. At  3  loci  in  a  Chinese  hamster  ovary  cell 
line,  the  results  were  inconclusive.  In  2  mam- 
malian cell  assays  (human  lymphocytes  and 
L5178Y  mouse  lymphoma  cells  in  vitro),  positive 
responses  for  mutagenicity  and  chromosomal 
damage  occurred,  but  only  at  concentrations  at 
least  400  times  the  acyclovir  plasma  levels 
achieved  in  man. 

Acyclovir  has  not  been  shown  to  impair  fertil- 
ity or  reproduction  in  mice  (450  mg/kg/day,  p.o.) 
or  in  rats  (25  mg/kg/day  s.c).  At  50  mg/kg/day 
B.C.  in  the  rat,  there  was  a  statistically  sig- 
nificant increase  in  post-implantation  loss,  but 
no  concomitant  decrease  in  litter  size.  In  female 
rabbits  treated  subcutaneously  with  acyclovir 
subsequent  to  mating,  there  was  a  statistically 
significant  decrease  in  implantation  efficiency 
but  no  concomitant  decrease  in  litter  size  at  a 
dose  of  59  mg/kg/day  No  effect  upon  implanta- 
tion efficiency  was  observed  when  the  same  dose 
was  administered  intravenously  In  a  rat  peri- 
and  postnatal  study  at  50  mg/kg/day  s.c,  there 
was  a  statistically  significant  decrease  in  the 
group  mean  numbers  of  corpora  lutea,  total 
implantation  sites  and  live  fetuses  in  the  Fi 
generation.  Although  not  statistically  signifi- 


cant, there  was  also  a  dose  related  decrease  in 
group  mean  numbers  of  live  fetuses  and  implan- 
tation sites  at  12,5  mg/kg/day  and  25  mg/kg/day 
s.c.  The  intravenous  administration  of 
100  mg/kg/day,  a  dose  known  U)  cause  obstruc- 
tive nephropathy  in  rabbits,  caused  a  significant 
increase  in  fetal  resorptions  and  a  corresponding 
decrease  in  litter  size.  However  at  a  maximum 
tolerated  intravenous  dose  of  50  mg/kg/day  in 
rabbits,  there  were  no  drug-related  reproductive 
effects. 

Intraperitoneal  doses  of  320  or  80  mg/kg/day 
acyclovir  given  to  rats  for  1  and  6  months,  re- 
spectively, caused  testicular  atrophy  Testicular 
atrophy  was  persistent  through  the  4-week  post- 
dose  recovery  phase  after  320  mg/kg/day;  some 
evidence  of  recovery  of  sperm  production  was 
evident  30  days postdose.  Intravenous  doses  of 
100  and  200  mg/kg/day  acyclovir  given  to  dogs 
for  31  days  caused  aspermatogenesis.  Testicles 
were  normal  in  dogs  given  50  mg/kg/day,  i.v  for 
one  month, 

Pregnancj":  IkratogeoJc  Effects:  Pregnancy 
Category  C, 'Acyclovir  was  not  teratogenic  in  the 
mouse  (450  mg/kg/day  po),  rat  (50  mg/kg/day, 
s.c.)  or  rabbit  (50  mg/kg/day  s.c.  and  i.v).  There 
are  no  adequate  and  well-controlled  studies  in 
pregnant  women.  Acyclovir  should  not  be  used 
during  pregnancy  unless  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus.  Although 
acyclovir  was  not  teratogenic  in  animal  studies,, 
the  drug's  potential  for  causing  chromosome 
breaks  at  high  concentration  should  be  taken 
into  consideration  in  making  this  determination. 
Nursing  Mothers:  It  is  not  known  whether  this 
drug  is  excreted  in  human  milk.  Because  many 
drugs  are  excreted  in  human  milk,  caution 
should  be  exercised  when  Zovirax  is  adminis- 
tered to  a  nursing  woman.  In  nursing  mothers, 
consideration  should  be  given  to  not  using  acy- 
clovir treatment  or  discontinuing  breastfeeding. 
Pediatric  Use:  Safety  and  effectiveness  in 
children  have  not  been  established, 
ADVERSE  REACTIONS  —  Short-Tterm 
Administration:  The  most  frequent  adverse 
reactions  reported  during  clinical  trials  were 
nausea  and/or  vomiting  in  8  of  298  patient  treat- 
ments (2.7%)  and  headache  in  2  of  298  (0.6%). 
Less  frequent  adverse  reactions,  each  of  which 
occurred  in  1  of  298  patient  treatments  (0.3%), 
included  diarrhea,  dizziness,  anorexia,  fatigue, 
edema,  skin  rash,  leg  pain,  inguinal  adenopathy, 
medication  taste  and  sore  throat. 
Long-Tferm  Administration:  The  most  frequent 
adverse  reactions  reported  in  studies  of  daily 
therapy  for  3  to  6  months  were  headache  in  33  of 
251  patients  (13.1%),  diarrhea  in  22  of  251 
(8.8%),  nausea  and/or  vomiting  in  20  of  251 
(8.0%),  vertigo  in  9of  251  (3.6%),  and  arthralgia 
in  9  of  251  (3.6%).  Less  frequent  adverse  reac- 
tions, each  of  which  occurred  in  less  than  3%  of 
the  251  patients  (see  number  of  patients  in 
parentheses),  included  skin  rash  (7),  insomnia 
(4),  fatigue  (7),  fever  (4),  palpitations  (1),  sore 
throat  (2),  superficial  thrombophlebitis  (1), 
muscle  cramps  (2),  pars  planitis  (1).  menstrual 
abnormality  (4),  acne  (3),  lymphadenopathy  (2), 
irritability  (1),  accelerated  hair  loss  (1),  and 
depression  (1). 

DOSAGE  AND  ADMINISTRATION:  Ti-eat- 
ment  of  initial  genital  herpes:  One  200  mg  cap- 
sule every  4  hours,  while  awake,  for  a  total  of 
5  capsules  daily  for  10  days  (total  50  capsules). 

Chronic  suppressive  therapy  for  recur- 
rent disease:  One  200  mg  capsule  3  times  daily 
for  up  to  6  months.  Some  patients  may  require 
more  drug,  up  to  one  200  mg  capsule  5  times 
daily  for  up  to  6  months. 

Intermittent  Therapy:  One  200  mg  capsule 
every  4  hours,  while  awake,  for  a  totafof  5 
capsules  daily  for  6  days  (total  25  capsules). 
Therapy  should  be  initiated  at  the  earliest  sign 
or  symptom  (prodrome)  of  recurrence. 

Patients  With  Acute  or  Chronic  Renal  Im- 
pairment: One  200  mg  capsule  every  12  hours  is 
recommended  for  patients  with  creatinine  clear- 
ance <  10  mlymin/1.73/m2. 
HOW  SUPPLIED:  Zovirax  Capsules  (blue, 
opaque)  containing  200  mg  acyclovir  and  printed 
with  "Wellcome  ZOVIRAX  200"- Bottles  of  100 
(NDC-0081-0991-55)  and  unit  dose  pack  of  100 
(NDC-0081-0991-56). 

Store  at  15°-30°C  (59°-86°F)  and  protect  from 
light. 

In  controlled  studies ,  recurrences  were  totally 
prevented  for  4  to  6  months  in  up  to  75%  of  patients. 
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OECONOMICS 


Implications  for  Fee-for-Service 
Practices  Affiliated  with  Independent 
Practice  Associations 


John  J.  Aluise,  Ph.D.,  Don  Bradley,  M.D., 
and  Bill  Zelman,  C.P.A.,  Ph.D. 


Prepaid  health  systems,  especially  health  maintenance  or- 
ganizations (HMOs),  have  made  a  dramatic  impact  upon 
traditional  patterns  of  medical  practice.  According  to  the 
1985  HMO  census  report,  over  20,000,000  people  in  the 
United  States  are  enrolled  in  some  form  of  HMO.  The 
Independent  Practice  Association  (IPA),  which  is  the  newest 
form  of  HMO,  represents  over  75%  of  prepaid  plans  and 
55%  of  enrollees  in  HMOs.  Utilization  rates  for  group  and 
staff  HMOs  are  approximately  3.5  visits  per  enrollee  per 
year,  while  in  IPAs  the  average  number  of  visits  per  enrollee 
per  year  is  slightly  over  four. '  The  future  growth  in  prepaid 
health  plans  is  projected  to  be  in  the  IPA  plans  because  they 
require  less  organizational  and  financial  investment  and  be- 
cause they  allow  practicing  physicians  to  incorporate  pre- 
paid patients  into  their  traditional  fee-for-service  practices. 

Beginning  in  1982,  nine  HMOs,  seven  of  which  are  IPAs, 
have  enrolled  over  300,000  people  in  North  Carolina,  rep- 
resenting nearly  5%  of  the  state's  population.-  Since  the 
largest  number  of  enrollees  in  North  Carolina  have  been  in 
IPA  plans,  this  type  of  HMO  will  have  the  most  impact  on 
practicing  physicians  in  North  Carolina. 

The  unique  feature  of  IPA  plans  is  that  they  allow  prac- 
ticing physicians  to  continue  to  provide  services  to  fee-for- 
service  patients,  as  well  as  those  patients  who  are  enrolled 
in  the  HMO.  Physicians  are  compensated  for  medical  care 
to  the  IPA  plan  subscribers  on  a  capitation  basis  or  on  a 
fee-for-service  basis.  IPA  plans  typically  require  primary 
care  physicians  to  act  as  health  care  managers  for  the  patients 
enrolled  in  the  IPA.  This  involves  providing  primary  med- 
ical services  and  authorizing  referrals  and  admissions.  Pri- 
mary physicians  are  also  encouraged  to  carefully  monitor 
patients'  use  of  diagnostic  tests  and  surgical  procedures. 

From  the  University  of  North  Carolina,  Department  of  Family 
Medicine,  269  H,  Chapel  Hill  27514. 
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General  Findings  About  HIMOs 

Most  research  on  prepaid  medical  practice  has  concentrated 
on  the  staff  and  group  types  of  HMO,  which  are  typically 
operated  as  exclusive  practices  for  prepaid  patients.  Wol- 
insky  reviewed  nine  of  the  most  often  cited  studies  of  HMO 
performance  and  identified  the  incentives  and  disincentives 
to  operate  an  HMO.'  According  to  Wolinsky's  review,  HMOs 
lower  the  rate  of  hospitalization,  reduce  the  average  cost  of 
medical  care,  offer  a  range  of  health  benefits,  minimize 
unnecessary  surgery,  and  curb  the  over-utilization  of  tests 
and  procedures  inherent  in  the  fee-for-service  system.  Qual- 
ity of  care  in  HMOs  is  generally  comparable  to  fee-for- 
service  practices,  but  patient  satisfaction  declines  when  con- 
tinuity is  poor  and  when  higher  utilization  occurs.  Evidence 
also  seems  to  indicate  that  HMOs  do  not  skim  off  healthy 
patients. 

In  a  second  major  review,  Ellsbury  compiled  an  ency- 
clopedia of  information  on  the  growth  and  current  trends 
occurring  in  the  HMO  field. •*  Characteristics  common  to 
successful  HMOs  are:  adequate  patient  access;  consumer 
grievance  procedure;  coordination  of  care,  including  con- 
sultation and  referral  services;  restrictions  on  certain  serv- 
ices, particularly  hospital  admissions  and  inpatient  surgery; 
information  management  system;  physician  involvement  in 
financial  management  and  risk-sharing;  protection  against 
insolvency;  negotiated  prices  for  specialty  and  ancillary 
services;  emphasis  upon  group  practices;  and  effective  med- 
ical and  administrative  leadership.  In  addition  to  these  fac- 
tors, Ellsbury  concluded  that  if  practices  are  to  manage 
prepaid  patients  efficiently,  they  should  consider  including 
other  health  professionals  such  as  nurse  practitioners  and 
physician  assistants,  and  implementing  administrative 
mechanisms  within  the  practice  to  monitor  utilization  and 
coordinate  the  authorization  process. 


I 


I 


Advantages  and  Disadvantages 
of  IPAs 

The  IPA.  like  most  HMOs,  has  five  basic  features:  (1)  a 
contractual  relationship  with  primary  care  physicians  to  pro- 
vide comprehensive  health  services;  (2)  a  defined  population 
enrolled  for  a  set  period;  (3)  voluntary  participation  by  both 
providers  and  patients;  (4)  fixed  payments  to  the  primary 
physicians  by  the  HMO:  and  (5)  assumption  of  a  portion  of 
financial  risk  by  the  providers.'  More  detailed  discussion 
of  the  features  and  functions  of  IPA  plans  are  available  in 
several  case  studies  and  in  a  federally  funded  report."* 

Despite  the  many  positive  features  attributed  to  HMOs 
and  publicized  particularly  to  employers  and  the  population 
at  large,  in  certain  instances  the  IPA  plans  have  met  with 
considerable  negative  reactions,  particulariy  from  physi- 
cians in  fee-for-service  practices.  The  two  problems  that 
physicians  mention  most  often  are  that  cost  containment 
efforts  result  in  lower  quality  of  care,  and  that  the  doctor- 
patient  relationships  are  compromised  due  to  lack  of  choice 
of  doctor  leading  to  discontinuity  of  care  and  the  potential 
for  impersonal  treatment.""  Table  1  outlines  the  major  ad- 
vantages and  disadvantages  that  physicians  need  to  consider 
when  affiliating  with  IPA  plans. 

Some  of  the  controversy  surrounding  IPAs  may  be  at- 
tributed to  the  primary  physician's  role  as  case  manager. 
The  case  manager  role  has  been  defined  as  ".  .  .  designated 
health  professional  who  serves  as  the  patient's  primary  phy- 
sician and  refers  the  patient  to  specialist  services,  as  needed, 
as  a  condition  of  third  party  payment  for  services.""  This 
role  is  viewed  as  essential  to  the  HMO  concept  because  the 
success  of  prepaid  plans  is  based  on  the  extent  to  which  the 


Table  1 

Advantages  and  Disadvantages  of  Affiliation  with  IPAs 


Advantages 


Disadvantages 


Increase  In  patient 

enrollments 
Predictable  cash  flow 
Increase  In  collections 
Greater  control  over  use  of 

ancillary  services  and 

referrals 

Potential  for  population-based 
research 

Productivity  analyses  on 
utilization  of  primary  and 
specialty  care  services 

Opportunity  to  participate  In 
planning  and  implementing 
prepaid  plans 

Opportunity  to  establish  a 
multi-specialty  referral 
network 

Greater  rewards  for  practices 
with  full-service  labs  and  x- 
ray  facilities 


Potential  adversarial 

relationships  with 

patients/consultants/third 

parties 
Potential  for  higher 

utilization  of  office  visits 

by  prepaid  patients 
Limitations  on  choice  of 

referrals 
Financial  risk  If  utilization  is 

high  or  If  adverse 

selection  occurs 
Increased  administrative 

tasks  for  physicians  and 

office  staff 
Greater  demands  upon  the 

practice  "cost-effectively" 
Each  physician's  practice 

methods  will  be  analyzed 

and  compared 


primary  physician,  as  case  manager,  limits  unnecessary  re- 
ferrals to  specialists. 

Opposition  to  the  primary  care  physician  as  case  manager 
comes  from  specialists  who  fear  that  primary  physicians 
will  exert  monopolistic  control  over  the  access  to  important 
medical  services.  Other  problems  associated  with  the  case 
manager  role  are:  ( 1 )  it  has  the  potential  to  create  adversarial 
relationships  among  patients  and  consultants  and  primary 
physicians  over  decisions  about  additional  medical  services; 
(2)  it  may  generate  ethical  and  professional  conflicts  when 
the  physician's  perception  of  what  is  medically  indicated 
differs  from  the  insurer's  benefits;  (3)  administrative  tasks 
by  both  physicians  and  their  office  personnel  add  time  and 
expense  which  is  not  compensated  in  the  prepayment  con- 
tract; and  (4)  multiple  IPAs  in  one  practice  may  lead  to 
inefficiency  and  confusion  within  the  practice  organiza- 
tion.'=-'■• 


Preliminary  Research  on  IPAs  in 
North  Carolina 

When  family  physicians  in  Charlotte,  Greensboro,  and  the 
Durham-Chapel  Hill  area  meet  to  discuss  their  initial  ex- 
periences with  IPAs,  it  becomes  apparent  that  they  have  a 
variety  of  questions  and  concerns  and  a  perception  that  many 
of  the  purported  advantages  have  yet  to  be  recognized.  In 
these  discussions,  the  doctors  seem  to  be  most  worried  about 
the  following  issues:  the  adequacy  of  capitation  rate  and 
physician  compensation;  the  number  of  different  types  of 
services  primary  physicians  must  authorize;  the  amount  of 
clerical  and  communications  work  required  of  primary  phy- 
sicians and  office  personnel;  administrative  support  from 
the  IPA  organization  to  the  physicians'  offices;  mechanisms 
for  authorizations  and  negotiations  with  consultants  and  other 
preferred  providers;  disruptions  in  office  efficiency;  the  per- 
plexity of  the  case  manager  role;  and  the  realities  of  the 
functioning  of  the  prepaid  system. 

Even  though  our  information  is  preliminary  and  may  not 
represent  the  attitudes  of  all  physicians  affiliated  with  IPAs, 
we  believe,  based  upon  previous  studies  and  our  initial 
investigation,  that  physicians  in  North  Carolina  should  be 
apprised  of  the  following  issues  as  they  contemplate  their 
association  with  prepaid  plans. 

Capitation  rate.  The  capitation  rate,  which  in  the  HMO 
is  the  primary  physician's  source  of  payment,  appears  to  be 
inadequate  to  cover  the  cost  of  services  customarily  given 
to  equivalent  fee-for-service  patients.  This  may  be  a  function 
of  the  higher  utilization  during  the  initial  period  of  the  plan 
or  the  inadequacy  of  capitation  rates  for  particular  age/sex 
groups.  Specific  concerns  were  raised  about  the  capitation 
rate  for  women  aged  18-54,  and  about  certain  groups  of 
health  consumers  who  may  be  consistently  high  utilizers, 
such  as  hospital  employees  and  elderiy  patients. 

Special  services  in  risit  pool.  Some  of  the  services  in 
the  primary  physician's  risk  pool  may  need  to  move  into 
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the  referral  or  institutional  funds.  These  include  psychiatric 
and  other  mental  health  services,  chiropractic  fees,  pre- 
scription drugs,  newborn  hospital  care,  physical  therapy, 
and  medical  care  for  major  preexisting  conditions.  Many 
primary  physicians  indicated  that  they  did  not  believe  they 
should  be  at  risk  financially  for  services,  such  as  these,  that 
generally  are  not  provided  by  primary  physicians. 

Administrative  support  by  the  IPA.  A  major  area  of 
concern  for  primary  physicians  is  the  insufficient  admin- 
istrative support  provided  by  some  IPAs.  Common  problems 
include  a  lack  of  guidelines  for  covered  services,  inacces- 
sibility of  IPA  personnel  to  handle  questions  and  complaints, 
the  amount  of  paperwork  required  of  the  practice  to  record 
encounter  and  referral  information  about  primary  care  and 
specialist  utilization,  costs  incurred  from  referral  and  insti- 
tutional funds,  and  other  productivity  information  to  eval- 
uate the  individual  practice  and  overall  success  of  the  pre- 
paid plan. 

Preferred  providers.  Since  the  viability  of  prepaid  plans, 
particularly  IPAs,  is  determined  by  controlling  the  costs  of 
specialty  and  ancillary  services,  primary  care  practitioners 
recognize  the  value  of  selecting  a  few  consultants  in  each 
specialty  with  pre-arranged  fees.  A  close  relationship  with 
specialists  is  essential,  and  primary  physicians  felt  that  con- 
sultants should  be  selected  who  were  committed  to  working 


Table  2. 

Practice  Readiness  Checklist 


"Is  your  practice  ready  to  affiliate  with  an  IPA?" 

Practice  has  a  need  to  increase  its  patient  population  to  in- 
clude prepaid  patients. 

Financial  payments  from  prepaid  plan  are  considered  appro- 
priate for  the  volume  and  type  of  services  that  will  be  pro- 
vided to  patients  enrolled. 

Practice  is  willing  to  expand  medical  care  and  ancillary  ser- 
vices to  provide  a  wide  range  of  clinical  and  diagnostic  ser- 
vices. 

One  physician  and  the  practice  manager  are  prepared  to  de- 
vote several  days/evenings  per  month  working  in  various 
aspects  of  the  IPA  system. 

All  physicians  in  the  practice  are  willing  to  have  their  practice 
styles  and  productivity  analyzed,  and  compared  to  other  prac- 
tices. 

Practice  is  willing  to  associate  with  other  medical  and  surgical 
specialists  (preferred  providers)  to  control  excessive  utili- 
zation of  medical  care. 

Primary  care  physicians  are  prepared  to  authorize  (and  deny) 
referrals  and  use  of  specialized  care. 

Practice  is  willing  to  establish  an  internal  control  system  to 
evaluate  quality  of  care,  utilization  of  ancillary  services,  au- 
thorization of  referrals  and  admissions,  and  the  efficiencies 
of  patient  scheduling  and  other  office  routines. 


within  the  guidelines  of  the  prepaid  plan.  This  arrangement 
could  include  radiology,  laboratory  services  and  counseling 
centers.  Primary  physicians  felt  that  the  IPA  plans  should 
make  a  special  effort  to  communicate  with  specialists,  to 
inform  them  about  the  requirements  for  referrals  and  to 
emphasize  the  primary  physician's  role  as  coordinator  of 
the  patient's  medical  care.  Some  IPAs  do  a  much  better  job 
of  dealing  with  the  primary  physician/consultant  physician 
relationship  than  others. 

Practice  disruptions.  The  increase  in  patient  enrollments 
and  office  visits  within  a  relatively  short  period  of  time  will 
disrupt  office  routines.  Problems  were  reported  in  sched- 
uling routine  and  acute  visits  for  fee-for-service  patients,  in 
verifying  membership  of  IPA  patients,  in  dealing  with  el- 
igibility requirements,  and  in  responding  to  IPA  patients' 
demands  for  preferential  referrals.  The  influx  of  new  pa- 
tients will  stress  the  practice  system.  Physicians  and  office 
personnel  should  be  prepared  to  increase  the  number  of 
available  appointment  times  and  establish  protocols  so  that 
both  fee-for-service  and  prepaid  patients'  requests  can  be 
satisfied.  Additional  staffing  may  also  be  needed  to  com- 
plete the  registration  procedures  and  to  record  financial  and 
utilization  data  that  the  IPA  plans  require. 

Marketing  by  the  IPA.  Physicians  seemed  in  agreement 
that  the  prepaid  plans  are  being  marketed  to  employers  and 
the  general  public  as  a  comprehensive,  low-cost  method  of 
health  care,  with  easy  access  to  specialists  as  long  as  the 
primary  care  physician  gives  permission.  Many  stipulations 
are  either  avoided  or  glossed  over  when  presenting  the  plans 
to  potential  enrollees.  Issues  that  primary  physicians  believe 
need  to  be  clarified  are  the  emphasis  on  the  primary  phy- 
sician as  health  care  manager,  the  need  for  appropriate  jus- 
tification before  referrals  and  surgical  procedures,  the  lim- 
itations on  use  of  specialists,  and  the  need  to  comply  with 
established  office  practice  routines.  It  appears  that  most 
plans  are  overzealous  in  their  marketing  efforts  toward  em- 
ployers and  future  patients.  In  the  future  the  plans  must  be 
more  cognizant  of  the  needs  of  their  providers  who  ulti- 
mately must  deliver  the  service  that  the  plan  promotes. 

Case  manager's  role.  The  success  of  the  IPA  is  predi- 
cated upon  the  primary  physicians'  ability  not  only  to  pro- 
vide quality  medical  care  but  to  coordinate  and  monitor  in 
their  respective  practices  all  needed  health  services  for  the 
prepaid  patients.  Physician  case  management  has  been  de- 
scribed as  a  range  of  roles  including  advocate,  agent,  care 
giver,  diagnostician,  risk  manager,  broker,  educator,  service 
evaluator,  auditor,  authorizer  and  resource  allocator. "  Given 
that  these  roles  require  several  hours  per  week  of  physician 
and  staff  time,  the  case  manager  function  should  be  appro- 
priately compensated.  Suggestions  for  how  this  role  should 
be  rewarded  varied  from  10%  of  office  staff  salaries  to  an 
additional  10%  to  15%  added  to  the  monthly  capitation 
payment. 

Table  2  presents  a  Practice  Readiness  Checklist  that 
physicians  could  use  to  determine  how  prepared  their  prac- 
tices are  to  affiliate  with  a  prepaid  health  plan. 
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Discussion 

As  physicians  assess  tlie  pros  and  cons  of  prepaid  liealth 
plans,  particularly  the  IPA  model,  it  behooves  them  to  look 
closely  at  not  only  the  individual  plan  but  also  their  personal 
and  organizational  practice  patterns.  Integrating  prepaid 
health  plans  into  fee-for-service  practices  will  undoubtedly 
change  practice  management  and  professional  relations. 

It  is  unlikely  that  prepaid  health  care  will  diminish  in 
scope.  All  the  signs  are  quite  to  the  contrary.  It  is  hoped 
that  primary  physicians  and  their  consultant  colleagues  will 
find  it  worthwhile  to  incorporate  the  aims  of  prepaid  plans 
which  are  to  offer  cost-effective,  comprehensive  health  serv- 
ices to  a  defined  group  of  patients  on  a  prepaid  basis. 

Successful  prepaid  health  plans  will  require  physician 
leadership  in  all  aspects  of  the  system's  design  and  imple- 
mentation. Practitioners  must  be  willing  to  work  within  the 
HMO  organization  to  establish  and  refine  utilization  controls 
and  peer  review  mechanisms  and  to  promote  the  appropriate 
alternatives  to  hospitalizations  and  high-cost  procedures. 
HMO  organizations  must  provide  physicians  with  profes- 
sional and  financial  incentives  for  affiliating  with  prepaid 
health  plans. 

During  the  negotiation  stage  of  either  the  initial  contract 
or  a  renewal  period,  physicians  would  consider  the  issues 
listed  in  table  3  as  they  negotiate  their  affiliation  agreement 
with  the  IPA.  The  following  three  sources  of  information 
regarding  physicians  contractual  relationships  with  HMOs 
will  also  be  of  value  during  a  negotiation  process. 

Physicians"  Contracting  Handbook 

California  Medical  Association 

731  Market  Street,  San  Francisco,  CA  94013 

415/863-5522 

Minnesota  Medical  Association 

Suite  400,  2221  University  Ave.  S.E. 

Minneapolis,  MN  55414 

612/378-1875 

Compendium  of  Information  on  Considering  a  Contract 

Socioeconomics  Division 

American  Academy  of  Family  Physicians 

1740  W.  92  St.,  Kansas  City,  MO  64114 

800/821-2512 

A  national  study  of  HMO  success  factors  concludes  that 
a  good  relationship  between  an  IPA  and  participating  phy- 
sicians will  entail:  reimbursement  mechanisms  and  amounts 
that  are  perceived  as  fair;  assistance  in  patient  management 
such  as  advising  on  good  office  management  practices  and 
making  available  comparative  data  on  utilization  patterns; 
a  balance  between  the  need  for  adequate  utilization  controls 
and  the  avoidance  of  paperwork  and  procedural  burdens; 
and  a  recognition  of  the  physician's  desire  for  clinical  in- 
dependence." ■ 


Table  3. 

Factors  to  Consider  During  Contractual  Negotiations  with 

an  IPA 


1  Marketing  information  presented  to  employers  and  en- 
rollees  about  primary  care  providers,  consultants,  and  cov- 
ered and  non-covered  services. 

2  Limitations  on  hospitalizations,  referrals,  and  ancillary 
services. 

3  Obligations  of  the  providers  to  enrolled  patients  and  the 
plan  itself. 

4  Requirements  for  prior  authorization  by  the  primary  phy- 
sician. 

5  Definition  of  services  included  in  capitation,  referral  and 
institutional  funds. 

6  Renegotiation  procedures  for  capitation  rates  and  assign- 
ment of  patients. 

7  Disbursement  of  payment  from  the  capitation-referral  and 
institutional  funds. 

8  Availability  and  usefulness  of  management  information 
reports. 

9  Support  services  and  grievance  procedures  of  the  plan. 

10  Physician  representation  in  the  IPA's  administrative  sys- 
tem. 

1 1  Medical-legal  and  malpractice  considerations  affecting 
the  affiliation. 

12  Negotiated  fees  and  contracted  services  with  preferred 
providers. 

13  Utilization  review  and  cost  containment  policies. 

14  Stop-loss  guidelines  and  other  methods  for  exceptional 
circumstances. 

15  Termination  provisions  and  obligations  of  both  parties 
upon  termination. 

Important  Questions 

How  is  insurance  premium  distributed?  How  is  allowance 
for  hospitalization  and  referral  funds  calculated?  What  is 
preadmission  certification  system? 

What  is  the  risk  sharing/hold  back  provision?  How  are  out- 
of-area  services  covered?  How  are  primary  physicians'  ser- 
vices marketed?  How  are  consultant  costs  controlled?  What 
is  stop-loss  for  physician  and  hospital  costs? 
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2mg 


5  mg 


10  mg 


The  one  you  know  best. 


The  cut  out  "V"  design  is  a  registered  trademark 
of  Roche  Products  Inc. 


Copyright  ©  1987  by  Roche  Products  Inc  ^ 

Manati,  Puerto  Rico  00701.  All  rights  reserved  <  NOCHE  , 


PHYSICIANS, 

SCHEDULE 

SOME  TIME  FOR 

YOUR  COUNTRY. 

Many  physicians  would 
like  to  devote  some  time  to  their 
country  in  a  local  Army  Reserve 
unit.  We  know  that  making  a 
weekend  commitment  can  be 
difficult  for  most  physiaans.  So  it 
is  practical  for  the  Army  Reserve 
units  to  be  flexible  about  time. 
It's  worth  discussing. 

Incidentally,  in  addition 
to  satisfying  your  own  desire  to 
serve  your  country,  there  are 
exceptional  opportunities  to  do 
something  totally  different  from 
a  day-to-day  routine.  Oppor- 
tunities to  study  new  areas  of 
medicine,  meet  new  people  in 
your  specialty,  and  be  a  part  of 
one  of  the  world's  most  advanced 
medical  teams. 

Discuss  the  opportunities 
with  our  Army  Medical  Person- 
nel Counselor. 


FOR 

SURGEONS 

LOOKING  FOR 

ACHAUENGE. 

Your  challenge  could  be  the 
Army  Reserve  unit  near  you.  It's  a 
unit  that  requires  the  services  of 
surgeons. 

You  may  wish  to  explore  the 
challenge  of  teaching  in  a  major 
medical  center.  You  may  wish  to 
explore  the  special  challenges  of  your 
specialty  m  triage.  Certainly  you'll  be 
confronted  by  challenges  very 
different  from  your  daily  routine. 

You'll  also  have  an  opportunity 
to  participate  in  a  number  of  pro- 
grams in  which  you'll  be  able  to 
exchange  views  and  information  with 
other  surgeons  from  all  over  the 
country. 

The  Army  Reserve  understands 
the  time  demands  on  a  busy  physi- 
cian, so  you  can  count  on  us  to  be 
totally  flexible  in  making  time  for  you 
to  share  your  specialty  with  your 
country    We'll  arrange  your  training 
program  to  work  with  your  practice. 
To  find  out  about  the  benefits  of 
serving  with  a  nearby  Army  Reserve 
unit,  we  recommend  you  call  our 
Armv  Medical  Personnel  Counselor 


PHYSICIANSJHERE 

ARE  TWO  KINDS 

OF  FLEXIBILITY  IN 

THE  ARMY  RESERVE 

WE  THINK  YOU'LL  LIKE. 

One,  time.  We  know  how 
tough  it  is  for  a  busy  physician 
to  make  weekend  time  commit- 
ments. So  we  offer  flexible 
training  programs  that  allow  a 
physician  to  share  some  time 
with  his  or  her  country  We 
arrange  a  schedule  to  suit  your 
requirements. 

Two,  the  opportunity  to 
explore  other  phases  of  medi- 
cine, to  add  a  different  kind  of 
knowledge— the  challenge  of 
military  health  care.  It's  a  flexi- 
bility which  could  prove  to  be 
both  stimulating  and  rew^- 
ing,  with  the  opportunity  to 
participate  in  a  variety  of 
programs  that  can  put  you  in 
contact  with  medical  leadei^ 
fiom  all  over  the  country 

See  how  flexible  we  can 
be,  call  our  Army  Medical 
Personnel  Counselor, 


ARMY  RESERVE. 
BEALLYOUCANBE. 


HERE'S  ONE  DOCTOR 

WHO  WON'T  PAY 

HIS  MALPRACTICE 

PREMIUMS  THIS  YEAR. 

'I  he  Arniyco\'crshisprcmiunib, 
Since  he'sanArmyPhysician,  there  are 
a  lotofworries  associated  with  private 
practicethat  he  won't  have  to  contend 
with.  Like  excessive  paperwork,  and  the 
overhead  costs  incurred  in  running  a 
privatepractice. 

What  he  will  get  is  a  highly  challeng- 
ing, highly  rewardingexperience  The 
Army  offers  varied  assignments, 
chancestospecialize.  or  further  your 
education,  and  to  work  with  a  team  of 
dedicated  health  care  professionals 
Plus  a  generous  benefits  pack  age 

Ifyou're  interested  in  practicing  high 
quality  health  care  with  a  minimum  of 
administrativcburdens.  examine  Army 
medicine  Talk  toyour  local  Armv 
Medical  Department  Counselor  lor 
morcinfurniiiiKiii 

ARMY  MEDICINE. 
BEAUYOUCANBE. 


MAJOR  OPPORTUNITIES  FOR 
HEALTH  PROFESSIONALS. 


Army  Medicine 
Federal  Office  BIdg. 

P.O.  Box  10167 

Richmond,  VA  23240 

Call  collect:  (804)  771-2354 

Army  Reserve  Medicine 

2634  Chapel  Hill  Blvd. 

Suite  205 

Durham,  NC  27707 

Call  collect:  (919)  493-1364 


Give  your  angina  patients 
wliattliey're  missing,,. 


CARDIZEMi 

diltiazem  HCI/Marion 


-o^a 


^ 


nEMrsnefifiRECTS 


Antianginal  action  includes  dilatation  of 
coronary  arteries,a  decrease  in  vascular  resis- 
tance/afterload,  and  a  reduction  in  heart  rate 

Proven  efficacy  when  used  alone  in  angina' 

Compatible  with  other  antianginals'' 

A  safe  choice  for  angina  patients  with  coexisting 
hypertension,asthma,  COPD^orPVD'' 

*See  Warnings  and  Precautions. 

Please  see  brief  summary  of  prescribing  information  on  the  next  page 


CARDIZEM  FEW  SIDE  EFFECTS 

diltiazem  HCI/Marion  IN  AMTUUKINM  THERAFY 


60  mg  fid  or  qid 

Brief  Summary 

Professional  Use  InformaTion 

CARDIZSht' 

(diltiazem  HCI)  30  mg  and  60  mg  Tablets 

CONTRAINDICATIONS 

CARDIZEM  IS  contraindicoted  in(l)  patients  witti  sick 
sinus  syndrome  except  in  ttie  presence  at  o  functioning 
ventricular  pacemaker  (2)  patients  witti  second-  or 
ttiird-degree  AV  block  except  in  the  presence  of  a  func- 
tioning ventricular  pacemaker  and  (3)  patients  witti 
tiypotension  (less  than  90  mm  Hg  systolic) 
WARNINGS 

1  Cardiac  Conduction.  CARDIZEM  prolongs  AV  node 
refractory  penods  wftbout  signrficantly  prolonging 
sinus  node  recovery  time  except  m  patients  witti 
sick  sinus  syndrome  Ttiis  effect  may  rarefy  resuft 
in  abnormafly  slow  fieort  rates  (particularly  in 
patients  with  sick  sinus  syndrome)  or  second-  or 
ttiird-degree  AV  block  (six  of  1 ,  243  patients  for 

0  48%)  Concomrtant  use  of  diltiazem  witti 
beta-blockers  or  digitalis  may  resuft  in  additive 
effects  on  cardiac  conduction  A  patient  witti 
Prinzmetal  s  ongino  developed  periods  ot  asystole 
(2  to  5  seconds)  after  a  single  dose  ot  60  mg  of 
diltiazem 

2  Congestive  Heart  Failure.  Alttiougf)  diltiazem  tias 
a  negative  inotropic  effect  in  isolated  animal  tissue 
preparations,  hemodynamic  studies  in  humans 
witti  normal  ventricular  function  have  not  shown  a 
reduction  in  cardiac  index  nor  consistent  negative 
effects  on  con^actility  (dp/dt) 

Experience  with  the  use  of  CARDIZEM 
alone  or  in  combination  with  beta-blockers  in 
patients  with  impaired  ventricular  function  is  very 
limited  Caution  shoufd  Oe  exercised  when  using 
the  drug  in  such  patients 

3  Hypotension.  Decreases  in  blood  pressure  asso- 
ciated wiffi  CARDIZEM  therapy  may  occasionally 
result  in  symptomatic  hypotension 

4  Acute  Hepatic  Injury,  in  rare  instances  significant 
elevations  in  enzymes  such  as  alkaline  phospha- 
tase. CPK,  LDH  SGOT  SGPT  and  other  symptoms 
consistent  with  acute  hepatic  injury  hove  been 
noted  These  reactions  have  been  reversibte  upon 
discontinuation  ot  drug  therapy  The  relationship  to 
CARDIZEM  IS  uncertain  in  most  cases  but  prob- 
able in  some  (See  PRECAUTIONS ) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is 
extensively  metabolized  by  the  liver  and  excreted  by  the 
kidneys  and  in  bile  As  with  any  new  drug  given  over 
prolonged  periods  laboratory  parameters  shoufd  be 
monitored  at  regular  intervals  The  drug  should  be  used 
with  caution  in  patients  wrtti  impaired  renal  or  hepatic 


function  In  subacute  and  chronic  dog  and  rat  studies 
designed  to  produce  toxicity,  high  doses  of  diltiazem 
were  associated  with  hepatic  damage  In  special 
subacute  hepatic  studies  oral  doses  of  125  mg/kg  and 
higher  in  rats  were  associated  with  histological  changes 
in  the  liver  which  were  reversible  when  the  drug  was 
discontinued  In  dogs  doses  ot  20  mg/kg  were  also 
associated  with  hepatic  changes  however,  these 
changes  were  reversible  with  continued  dosing 

Drug  interaction.  Pharmacologic  studies  indicate  that 
there  may  t)e  additive  effects  in  prolonging  AV  conduction 
when  using  beta-blockers  or  digitafis  concomitantly  with 
CARDIZEM  {See  WARNINGS  ) 

Ck}ntrolled  and  uncontrolled  domestic  studies  suggest 
that  concomitant  use  of  CARDIZEM  and  beta-blockers  or 
digitalis  IS  usually  well  tolerated  Available  data  are  not 
sufficient  however  to  predict  the  effects  ot  concomitant 
treatment  particularly  in  patients  with  left  ventricular 
dysfunction  or  cardiac  conduction  abnormalities  In 
healffiy  volunteers  diltiazem  has  tjeen  shown  to  increase 
serum  digoxm  levels  up  to  20'^v 

Carcinogenesis,  Mutagenesis  Impairment  of 
Fertility.  A  24- month  study  in  rats  and  a  21  -month  study 
in  mice  showed  no  evidence  ot  carcinogenicity  There 
was  also  no  mutagenic  response  in  in  vitro  bacterial 
tests  No  intrinsic  effect  on  fertility  was  observed  in  rats 

Pregnancy  Category  C  Reproduction  studies  have 
been  conducted  in  mice  rats  and  rabbits  Administration 
of  doses  ranging  from  five  to  ten  times  greater  (on  a 
mg/kg  basis)  than  ffie  daily  recommended  therapeutic 
dose  has  resufted  in  embryo  and  fetal  lethality  These 
doses  in  some  studies  have  been  reported  to  cause 
skeletal  abnormalities  In  the  perinatal/postnatal  studies 
there  was  some  reduction  in  early  individual  pup  weights 
and  survival  rates  There  iws  an  increased  incidence  of 
stillbirths  at  doses  ot  20  times  ffie  human  dose  or  greater 

There  ore  no  well -controlled  studies  in  pregnant 
women,  therefore  use  CARDfZEM  in  pregnant  women 
only  If  the  potential  benefit  justifies  the  potential  risk  to  the 
fetus 

Nursing  Mottiers.  Diltiazem  is  excreted  in  human 
milk  One  repod  suggests  ffiaf  concenffotions  in  breast 
mifk  may  approximate  serum  levels  ff  use  of  CARDIZEM 
IS  deemed  essential  an  alternative  method  ot  infant 
feeding  should  be  instituted 

Pediatric  Use.  Safety  and  effectiveness  in  children 
have  not  been  established 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies 
corned  out  to  dote  but  it  should  be  recognized  that 
patients  with  impaired  ventricular  function  and  cardiac 
conduction  abnormalities  have  usually  been  excluded 

In  domestic  placebo-controlled  trials  ffie  incidence  of 
adverse  reactions  reported  during  CARDIZEM  therapy  was 
not  greater  than  that  reported  during  placebo  therapy 

The  following  represent  occurrences  observed  in 
clinical  studies  which  can  be  at  least  reasonably  asso- 


ciated wiff)  ffie  pharmacology  of  calcium  influx  inhibition 
In  many  coses  the  relationship  to  CARDIZEM  has  not 
been  established  The  most  common  occurrences  as  well 
as  ffieir  ffequency  of  presentation  are  edema  (2  4  %), 
headache  (2  1%)  nausea  (1  9%).  dizziness  (1  5%). 
rash  (I  3%)  asthenia  (I  2%)  tn  addition  me  following 
events  were  reported  mfreguenffy  (less  than  1  %) 
Cardiovascufor         Angina  arrhythmia  AV  bfock  (first 
degree)  AV  block  (second  or  third 
degree  -    see  conduction  warning), 
bradycardia  conges^ve  heart 
failure  ffushing  hypotension,  palpi- 
tations syncope 
Nervous  System       Amnesia  gait  abnormality  halluch 
nations  irisomnia  nervousness, 
paresthesia  personality  change 
somnolence,  tinnitus  tremor 
(jastrointestinal        Anorexia,  constipation  diarrhea 
dysgeusia.  dyspepsia,  mild 
elevations  of  alkaline  phosphatase 
SGOT  SGPT  and  LDH  { see  hepatic 
warnings)  vomiting  weight 
increase 
Dermatologic  Pefechioe.  pruritus,  photosensitivity. 

urticaria 
Other  Amblyopia,  dyspnea  episfaxis.  eye 

irritation  hyperglycemia  nasal 
congestion  nocturia,  osteoorficular 
pain  polyuria,  sexual  difficulties. 
The  following  postmarketing  events  have  been 
reported  mfreguenffy  in  patients  receiving  CARDIZEM: 
alopecia,  gingival  hyperpfasia  erythema  multiforme,  and 
leukopenia  However  a  definitive  cause  and  effect 
between  ffiese  events  and  CARDIZEM  therapy  is  yet  to  be 
established  Issued  Z/86 

See  complete  Professionaf  Use  Information  before 
prescribing 

References:  1.  PepineCJ.  FeldmanRL.  HillJA,  etal: 
Clinical  outcome  after  treaffnent  of  rest  ongino  with 
calcium  blockers  Comparative  experience  during  the 
initial  year  of  therapy  wiffi  diltiazem  nifedipine  and 
veropamif  AmHeadJ  1983  106(6)  1341-1347 
2.  Shapiro  W  Calcium  channel  blockers  Actions  on  the 
head  and  uses  in  ischemic  head  disease  Consultant 
l984  24(Dec)  150-159  3.  Johnston  DL  LesowayR 
Humen  DP  et  al  Clinical  and  hemodynamic  evaluation  ot 
propranolol  in  combination  wiffi  verapamil  nifedipine 
and  dittiazem  in  exedionol  angina  pectoris  A  plocebo- 
conffolled.  double-blind  randomized  crossover  study 
ArnJ  Cardiol  1985  55  680-687  4.  Cohn  PF  Braunwald 
E.  Chrome  ischemic  head  disease  in  Brounwald  E  (ed) 
Heart  Disease  A  Textbook  of  Cardiovascular  Medicine 
ed2  Philadelphia  WB  Saunders  Co  1984  chop  39 
5.  Schroeder  JS  Calcium  and  beta  blockers  in  ischemic 
heart  disease  When  to  use  which  Mod  Med 
1982  50(Sept)  94-116 
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PHARMACOTHERAPY 

Buspirone 

Just  Another  Antianxiety  Agent? 


Timothy  E.  Poe,  Pharm.D. 


Buspirone  (Buspar"),  the  newest  anxiolytic  marketed  in  the 
United  States,  offers  several  possible  advantages  over  cur- 
rently available  drugs  such  as  benzodiazepines.  Buspirone 
alleviates  anxiety  as  do  the  benzodiazepines,  but  causes  less 
sedation  and  functional  impairment.  It  also  lacks  the  abuse 
potential  and  tendency  to  cause  physical  dependence.'  How- 
ever, buspirone  does  not  have  the  anticonvulsant  and  muscle 
relaxant  effects  the  benzodiazepines  have. 

Buspirone  is  both  chemically  and  pharmacologically  dis- 
tinct from  the  benzodiazepines  and  other  antianxiety  agents. 
Although  the  mechanism  of  action  of  buspirone  is  not  pre- 
cisely known,  it  appears  to  be  different  from  that  of  the 
benzodiazepines. 

Buspirone  has  been  shown  to  be  clinically  effective  for 
the  treatment  of  anxiety.  In  general  the  drug's  potency  has 
been  shown  to  equal  that  of  diazepam  on  a  mg-to-mg  basis. 
Most  studies  have  used  four  weeks  as  the  duration  of  treat- 
ment and  compared  buspirone  to  diazepam,  lorazepam,  al- 
prazolam, and  clorazepate.-' 

The  most  frequently  reported  side  effects  for  buspirone 
are  dizziness,  nausea,  headache,  nervousness,  hghthead- 
edness,  and  excitability.'  The  more  common  events  that 
have  caused  discontinuation  of  treatment  are:  central  nerv- 
ous system  disturbances  (3.4%),  primarily  in  the  form  of 
dizziness,  insomnia,  nervousness,  drowsiness,  and  light- 
headedness; gastrointestinal  disturbances  (1.2%),  primarily 
nausea;  and  miscellaneous  disturbances  (1.1%),  primarily 
headache  and  fatigue.  Few  if  any  drug  interactions  have 
been  documented  with  buspirone,  nor  has  it  been  shown  to 
interact  with  alcohol  or  other  central  nervous  system  de- 
pressants.' 

Several  studies  have  evaluated  the  effects  of  buspirone 
on  psychomotor  performance.  In  driving  skills  tests,  bus- 
pirone has  been  shown  to  have  no  effect  or  even  to  improve 
performance  compared  to  diazepam  or  alcohol.  = 


From  the  Department  of  Family  and  Community  Medicine,  and 
Pharmacy  Education  of  Northwest  Area  Health  Education  Center, 
Bowman  Gray  School  of  Medicine  of  Wake  Forest  University, 
300  S.  Hawthorne  Rd.,  Winston-Salem  27103;  and  School  of 
Pharmacy,  University  of  North  Carolina,  Chapel  Hill  27514. 


Buspirone  appears  to  be  a  good  choice  for  initiating  ther- 
apy in  anxious  patients,  particularly  those  patients  prone  to 
the  misuse  of  medications.  In  general,  patients  with  prior 
benzodiazepine  use  take  longer  to  respond  or  do  not  respond 
as  well  with  buspirone.  It  is  also  important  to  realize  that 
buspirone  will  not  block  the  benzodiazepine  withdrawal  syn- 
drome. Buspirone,  however,  may  be  abruptly  discontinued, 
as  it  does  not  appear  to  have  a  withdrawal  syndrome.  While 
buspirone  is  an  effective  anxiolytic,  it  is  not  a  good  p.r.n. 
medication.  The  manufacturer  recommends  that  treatment 
be  continued  for  at  least  three  to  four  weeks  for  full  ther- 
apeutic benefit.* 

Initial  dosage  should  be  5  mg  three  times  daily.  The 
dosage  may  be  adjusted  every  two  to  three  days  as  needed, 
up  to  60  mg/day.  For  most  patients,  20-30  mg/day  in  divided 
doses  will  be  optimal."  Cost  of  Buspar"  (AWP)  is  slightly 
greater  than  brand-name  benzodiazepines  such  as  Valium". 
Generics,  where  available,  will  be  less  expensive.  However, 
it  is  difficult  to  compare  strictly  on  cost  since  buspirone 
may  have  advantages  over  currently  utilized  benzodiaze- 
pines. ■ 
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formation on 
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Schlesinger 

Brothers  uses 

real  Saddle 

Leather  to 

make  its 

physicians'  bags 

and  business  cases.  And 

only  5  out  of  every  100  steerhide  skins  have 

the  distinctive  natural  markings  that  meet 

Schlesinger's  standard  for  this  fine  leather. 

To  highlight  its  natural  character,  Saddle 

Leather  imdergoes  a 

double  tanning  process. 

It  includes 

such  exotic 

materials  as 

South 

American 
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bark, 

Australian 

eucalyptus 

bark  and  cod  oil  from  Newfoundland.  These" 

natural  tanning  agents  give  Saddle  Leather  its 

firmness  and  solidity.  Made  in  the  USA. 
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AIDCARD® 
INTERNATIONAL 


HTLV-iii  antibody,  Hepatitis  B, 
surface  antigen,  Chlamydia  IFA 
antibody.  Syphilis  rpr  —  Western 
Blot  and  rpr  if  needed  —  retail 
$60.  Kits  Wholesale  to  N.c. 
physicians:  ten  for  $450. 

Write  or  call: 

Box  565 

Siler  City,  NC  27344 

919/663-2931 

Anonymity  of  results  guaranteed. 
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FP,  GP,  PED 

Needed  now  to  work  with  an  unii^Lic,  [ntcmationaJly  rcspcacd 
ruraJ  health  system  network  in  Kcntuckv  which  includes  a 
hospital,  satellite  clinics,  a  home  health  agencT  and  a  school  of 
advanced  nursing  A  regional  medical  centct  is  within  20  miles. 
The  practice  environment  is  stimulating  -  physicians  and  ARNP's 
work  m  joint  practice  teams;  interaction  with  students  is 
encouraged,  the  rural  population  presents  a  great  range  and 
intensit)'  of  medical  problems 

The  setting  is  m  heavily- wooded  mountains  with  a  moderate 
4-sea5on  climate.  Seven  state  parks  are  withm  80  miles 
Superior  compensation/benefits  package  includes  a  guaranteed 
salary  with  incentives  and  malpractice  Call  Deborah  Pennington 
COLLECT  at  1-502-897-2556. 
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INSTRUCTIONS  FOR  SUBMITTING 
PAPERS 

Copyright  of  an  article  published  in  the  North  Car- 
olina Medical  Journal  is  retained  by  the  author,  but 
the  copyright  to  each  entire  issue  is  the  property  of 
The  North  Carolina  Medical  Society,  and  permission 
to  reprint  all  or  any  part  of  a  published  article  must 
be  negotiated  with  the  author  and  the  editor  jointly. 
The  reprinted  material  must  carry  a  credit  line  sig- 
nifying that  it  appeared  in  the  North  Carolina  Medical 
Journal. 

Medical  articles,  editorials,  patient  oriented  arti- 
cles, letters  to  the  editor  and  all  other  text  submitted 
for  publication  must  be  double-spaced  throughout,  in- 
cluding references  and  legends.  The  material  should 
be  typed  on  one  side  of  the  paper  with  1  Va  inch  mar- 
gins all  around.  Do  not  use  an  all-caps  or  a  script 
typeface.  Submit  one  original  and  one  copy.  Please 
be  sure  to  include  your  phone  number. 

The  author  is  responsible  for  the  accuracy  of  all 
statements  and  references.  Acronyms  and  other  ab- 
breviations should  be  kept  to  a  minimum;  any  acronym 
used  should  be  fully  translated  in  the  text.  Refer  to 
pharmaceutical  products  by  their  generic  names;  brand 
names  may  follow  in  parentheses.  Units  of  measure 
should  appear  in  the  metric  system.  References,  typed 
double-spaced,  should  be  listed  in  the  order  of  their 
citation  in  the  text,  not  alphabetically.  They  should 
follow  the  style  used  in  the  Journal. 

Illustrations  should  be  black  and  white  glossy  prints 
or  color  or  black  and  white  slides,  with  legends  typed 
in  double-space  on  a  separate  sheet  of  paper.  Since 
the  Journal  has  a  limited  budget  for  color,  it  may  be 
a  factor  in  publishing  color  illustrations. 

Attach  to  the  two  copies  of  the  manuscript  a  cover 
letter  giving  the  address  and  telephone  number  of  the 
person  who  will  correspond  about  it,  and  address  the 
completed  communication  to  the  Editor,  Box  3910, 
Duke  University  Medical  Center,  Durham,  NC  27710. 

All  manuscripts  are  subject  to  editorial  changes.  If 
extensive  revision  is  necessary,  the  author  will  receive 
a  draft  of  the  edited  article  for  approval  before  pub- 
lication. 

Authors  interested  in  more  effective  writing  may 
find  The  Elements  of  Style  by  Strunk  and  White  and 
How  to  Write  and  Publish  a  Scientific  Paper  by  Day 
helpful. 

Extracted,  with  permission,  from  Virginia  Medical  with  thanks. 
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LIBRIUM"  ® 

chlordiazepoxide  HCI/Roche 
5-mg,  10-mg,  25-mg  capsules 
Before  prescribing,  please  consult  complete 
product  inlormotion,  a  summary  ot  which  follows: 
Indications;  Manogement  of  anxiety  disorders, 
short-term  relief  ot  anxietv  symptoms,  acute  alcohol 
withdrawal  symptoms,  preoperative  apprehension 
and  anxiety  Usually  not  required  for  anxiety  or 
tension  associated  with  stress  of  everyday  lite.  Effi- 
cacy beyond  four  months  not  estoblished  by  sys- 
tematic clinical  studies.  Periodic  reassessment  ot 
therapy  recommended 

Control ndi cations:  Known  hypersensitivity  to  the 
drug 

Warnings:  Warn  patients  that  mental  ond/or  physical 
obilities  required  for  tasks  such  as  driving  or  operot- 
ing  machinery  may  be  impaired,  as  moy  be  mental 
olertness  in  children,  and  that  concomitant  use  with 
alcohol  or  CNS  depressants  may  hove  an  additive 
effect  Though  physical  and  psychological  depen- 
dence hove  rarely  been  reported  on  recom- 
mended doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might 
increose  dosage.  Withdrawol  symptoms  (including 
convulsions)  reported  after  abrupt  cessation  of 
ejctended  use  of  excessive  doses  ore  similor  to  those 
seen  with  barbiturates  Milder  symptoms  reported 
infrequently  when  continuous  therapy  is  abruptly 
ended  Avoid  abrupt  discontinuation,  gradually 
toper  dosage. 

Usage  in  Pregnancy:  Use  of  minor  tron- 
quilizers  during  the  (irst  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malformations 
as  suggested  in  several  studies.  Consider 
possibility  of  pregnancy  when  instituting 
therapy;  advise  potients  to  discuss  therapy 
11  they  Intend  to  or  do  become  pregnant. 
Precautions:  in  the  elderly  and  debilitated,  and  in 
children  over  six.  limit  to  smallest  effective  dosoge 
[Inifrally  10  mg  or  less  per  day)  to  preclude  ataxic  or 
oversedofion,  increasing  groduolly  as  needed  and 
tolerated  Not  recommended  in  children  under  six 
Though  generally  not  recommended,  if  combina- 
tion theropy  with  other  psychotropics  seems  Indi- 
cated, carefully  consider  individual  pharmacologic 
effects,  particularly  in  use  ot  potenfiofing  drugs  such 
as  MAO  inhibitors  ond  phenofhiazlnes.  Observe 
usual  precautions  m  presence  of  impaired  renal  or 
hepottc  function.  Paradoxical  reactions  (e  g .  excite- 
ment, stimulation  and  acute  roge)  have  been 
reported  in  psychiatric  patients  ond  hyperactive 
oggressive  children  Employ  usual  precautions  In 
treatment  of  anxiety  states  with  evidence  ot 
impending  depression,  suicidal  tendencies  may  be 
present  and  protective  measures  necessary.  Vari- 
able effects  on  blood  coogulation  hove  been 
reported  very  rarely  in  potients  receiving  the  drug 
and  oral  anticoagulants,  causal  relationship  has  not 
been  established  clinically  Due  to  isoloted  reports 
of  exocerbation,  use  with  caution  in  potients  with 
porphyria. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confu- 
sion may  occur,  especially  in  the  elderly  and  debili- 
tated These  ore  reversible  in  most  instances  by 
proper  dosage  ad)ustment,  but  are  also  occasion- 
ally observed  of  the  tower  dosage  ronges  In  o  few 
instonces  syncope  hos  been  reported  Also 
encountered  ore  isolated  instances  ot  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nousea  ond 
constlpotlon,  extrapyramidal  symptoms,  increased 
ond  decreased  libido-all  infrequent  and  generally 
controlled  with  dosoge  reduction;  changes  in  EEG 
patterns  (low-voltage  tost  activity]  may  appear 
during  ond  offer  treatment;  blood  dyscfosios 
(Including  ogranulocytosis),  jaundice  and  hepatic 
dysfunction  hove  been  reported  occasionally, 
making  periodic  blood  counts  and  liver  function 
tests  odvisoble  during  protracted  therapy. 
Usual  Dally  Dosage:  Individualize  for  maximum 
beneficial  effects  Oral-Adults  Mild  and  moderate 
anxiety  disorders  and  symptoms,  5  or  10  mg  t  l.d.  or 
q./cf..  severestates,  20or25mgf)d  orq/.d.  Geriatric 
patients  Smgbi.d  toq/d  (See Pfecoutions.) 
Supplied:  Librium'  (chlordiazepoxide  HCI/Roche] 
Capsules.  5  mg,  10  mg  and  25  mg  -bottles  of  100 
and  500,  Tel-E-Dose''  packages  of  100.  available  In 
boxes  of  4  reverse -numbered  cords  ot  25.  ond  In 
t)Oxes  containing  10  strips  of  10  Llbritobs'  (chlor- 
diazepoxide/Roche)  Tablets.  5  mg  ond  10  mg-bottles 
of  100  and  500;  25  mg-bottles  ot  100.  With  respect 
to  clinical  activity,  capsules  and  tdblets  ore  Indistin- 
guishable. PI  0ZB6 

'  RnrUF  \  Roche  Products  Inc, 

■  """"t  y  Manotl,  Puerto  RIco  00701 
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In  North  Carolina,  when  you  decide  to  prescribe  Librium, 

To  protect  your  decision... 
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5-mg,  10-mg,  25-mg  capsules 


chlordiazepoxide  HCI/Roche® 
noboay  ooei  it  better! 


'  Copyright  ©  1987  by  Roche  Products  Inc.  All  rights  reserved. 


Please  see  adjacent  page  for  a  summary  of  product  information. 


We're  Here  For  You,  North  Carolina 


Medical  Mutual  Insurance  Company  was  created 
by  North  Carolina  physicians  in  1975  to  stabilize  the 
volatile  professional  liability  insurance  market.  For 
eleven  years,  we  have  been  able  to  keep  that  market 
open  for  all  physicians  in  North  Carolina.  Because  our 
primary  goal  is  stability-not  profit-we  will  continue  to 
serve  you  while  other  companies  limit  their  markets 
or  restrict  coverage. 

Our  presence  in  North  Carolina  guarantees  that 
experienced  physicians  can  practice  their  specialties, 


new  physicians  can  begin  their  practices,  and  citizens 
of  the  state  will  get  the  high  quality  medical  care  they 
deserve.  By  bringing  stability  to  the  professional  liability 
market,  we're  serving  the  public  good. 

Medical  Mutual.  We'll  be  there  when  you  need  us. 

^^1^  Medical  Mutual 

▼     Medical  Insurance  Agency,  Inc. 


* 


Medical  Mutual  Insurance  Company  of  North  Carolina  and  its  subsidiary.  Medical  Insurance  Agency,  Inc. 
are  located  at  222  North  Person  Street,  Raleigh.  NC  27611  919/828-9334   800/662-7917 


Dr.  Dykers's  reply  to  Drs.  MacCormack  and 
Meriwether 

To  the  Editor: 

Thank  you  for  publishing  my  advertisement  about  the 
AIDCARD  and  for  publishing  Dr.  MacCormack 's  and  Mer- 
iwether's concerns  (NCMJ  48:226-7,  236).  I  certainly  share 
many  of  those  concerns,  to  the  point  of  having  changed  the 
name  from  SAFECARD  to  AIDCARD.  We  must  be  careful 
to  diminish  risks  realistically  and  not  with  false  expecta- 
tions. Whereas  it  is  vital  to  reduce  hysteria  about  AIDS  as 
transmissible  in  the  classroom  and  a  work  place,  anyone 
who  is  not  frightened  of  AIDS  as  a  sexually  transmitted  and 
blood  borne  disease  is  foolish.  Our  next  immediate  struggle 
is  to  recognize  AIDS  as  a  heterosexual  disease. 

For  this  reason,  I  think  it  is  very  important  to  bring  people 
into  the  medical  care  system  for  proper  interpretation  of 
laboratory  results  and  for  counselling  as  to  how  to  behave 
on  that  basis.  We  have  invited  Dr.  Ron  Levine  to  the  Thurs- 
day Morning  Intellectual  Society  on  the  7th  of  May  1987 
to  give  us  his  views  on  these  matters. 

However,  overstatements,  such  as  saying  that  treatment 
services  for  Hepatitis  B  are  available  free  of  charge  at  all 
local  health  departments,  are  misleading.  Confidentiality  is 
precarious  at  best  and  anonymity  is  automatically  lost  when 
counselling  begins.  That  trade-off  is  inescapable.  By  pro- 
tecting anonymity  at  the  stage  of  test  results,  we  hope  to 
be  able  to  encourage  people  to  voluntarily  give  up  their 
anonymity  and  enter  into  a  confidential  counselling  rela- 
tionship. 

Drs.  MacCormack  and  Meriwether  may  wish  in  the  future 
to  refrain  from  telling  us  what  "absolutely  must  accompany 
all  screening  for  communicable  diseases."  We  have  not,  in 
recent  memory,  faced  a  communicable  disease  with  such  a 
high  fatality  rate  and  no  cure  and  such  a  long  asymptomatic 
infectious  carrier  state.  Plague,  typhoid,  TB,  polio,  and 
syphilis  are  going  to  appear  as  minor  annoyances  in  com- 
parison. The  Division  of  Health  Services  will  be  over- 
whelmed and  they  will  come  to  appreciate  every  private 
effort. 

One  often  tends  to  glibly  throw  around  such  terms  as  safe 
sex.'  Safe  is  a  relative  word,  certainly  as  regards  AIDS.  The 
most  important  consideration  is  that  of  motivation.  A  person 
most  highly  motivated  to  practice  safe  sex  is  that  person 
who  is  negative  for  HTLV-IE  antibodies  and  wants  to  stay 


that  way.  Our  health  department  has  already  recognized  the 
difficulties  of  some  persons  who  are  antibody  positive  and 
who  do  not  possess  the  altruistic  motivations  to  refrain  from 
continuing  to  spread  the  virus.  It  is  a  grave  threat  to  the 
public  health  to  ignore  the  tremendous  value  of  creating  a 
body  of  tested  negatives  who  are  highly  motivated  to  stay 
negative. 

An  ounce  of  prevention  is  worth  a  pound  of  cure,  and 
when  you  have  no  cure,  that  dictum  reaches  astronomical 
proportions.  Whereas  it  is  most  appropriate  for  public  tax 
monies  to  be  directed  toward  the  highest  risk  groups  and 
high  yields,  it  is  equally  appropriate  for  private  monies  to 
seek  peace  of  mind.  One  of  the  values  of  our  AIDCARD 
system  is  that  it  is  easy  to  utilize  in  most  physicians'  offices. 
All  that  is  required  is  a  phlebotomy,  a  centrifuge,  and  a 
mailbox. 

Much  of  the  basis  for  the  objections  to  the  AIDCARD 
voiced  by  Drs.  MacCormack  and  Meriwether  became  ob- 
solete by  the  time  the  letter  was  written.  The  most  dangerous 
person  in  our  society  today  is  the  heterosexual  who  was 
previously  thought  of  as  being  in  a  low  risk  group  and  who 
has  the  HIV  virus  and  does  not  know  it  and  continues  to 
spread  the  same.'  The  inclusion  of  the  Chlamydia  antibody 
test  is  solely  done  to  pull  people  into  the  system  for  further 
evaluation.  At  the  recent  International  Conference  on  AIDS 
in  children,  adolescents,  and  heterosexual  adults  in  Atlanta, 
Georgia,  Dr.  Nathan  Clumeck  of  St.  Pierre  Hospital  in 
Brussels,  Belgium  said,  "the  occurrence  of  a  previous  or 
concurrent  sexually  transmitted  disease  is  crucial."  He  sus- 
pects that  females  may  well  be  at  much  greater  risk  for  the 
virus  than  males  and  that  inflammation  of  the  genitourinary 
tract  is  a  major  facilitator  of  virus  transfer. 

We  have  so  much  yet  to  learn.  I'm  sure  I'll  change  my 
mind  about  many  things  about  this  disease  as  time  passes 
and  our  knowledge  increases.  I  expect  we  all  will  have  to 
do  that.  But  for  now,  I  fully  expect  the  AIDCARD  profile 
to  become  a  standard  of  care  for  anyone  who  has  a  sexually 
transmitted  disease  and  I  fully  expect  it  to  soon  be  well 
accepted  as  a  valuable  tool  in  promoting  safe  sex. 

John  R.  Dykers,  Jr.,  M.D. 

P.O.  Box  565 

Slier  City  27344 

'  Goeden  JJ.  What  is  safe  sex?  New  Engl  J  Med  1987;316:1339-42, 
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Betore  prescribino^see  complete  prescribing  Inrormation  in  SK&F  CO 
literature  or  PDR.  The  following  is  a  brief  summary. 


WARNING 

This  drug  is  not  indicated  toi  initial  therapy  of  edema  ot  hyperten- 
sion Edema  or  tiypertension  requires  therapy  titrated  to  the  inoJvidual 
II  this  com&inaiion  represenis  the  dosage  so  deiermined,  its  use 
may  Be  mote  convenient  in  patient  management  Treatment  o1  hyper- 
tension and  edema  is  not  static.  Put  must  Pe  reevaluated  as  con- 
ditions in  each  patient  warrant. 


Contraindications:  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amiloride  Further  use  in  anuria,  progressive 
renal  or  hepatic  dyslunction.  hyperkalemia  Pre-existino  elevated  serum 
potassium  Hypersensitivity  to  either  component  or  other  sullonamide- 
derived  drugs 

Waminos:  Do  not  use  potassium  supplements,  dietary  or  otherwise, 
unless  hypokalemia  develops  or  dietary  intake  of  potassium  is  markedly 
impairerf.  If  supplementary  potassium  is  needed,  potassium  tablets 
should  noi  be  used  Hyperkalemia  can  occur,  and  has  been  associated 
with  cardiac  irregularities  It  is  more  likely  in  the  severely  ill.  with  urme 
volume  less  than  one  liter/flay  the  elderly  and  diabetics  with  suspected 
or  confirmed  renal  msufliciency  Periodically  serum  K*  levels  should  t)e 
determined  If  hyperkalemia  develops,  substitute  a  thiazide  alone,  restrict 
K^  intake  Associated  widened  QRS  complex  or  arrhythmia  requires 
prompt  additional  therapy.  Thia2ides  cross  the  placental  tiarrier  and 
appear  m  cord  blood  Use  in  pregnancy  requires  weighing  anticipated 
benefits  against  possible  hazards,  including  fetal  or  neonatal  jaundice, 
thromtjocytopema,  other  adverse  reactions  seen  in  adults  Thiazides 
appear  and  triamterene  may  appear  in  breast  milk  It  their  use  is  essential, 
the  patient  should  stop  nursing  Adequate  information  on  use  m  children 
IS  not  available  Sensitivity  reactions  may  occur  in  patients  with  or  with- 
out a  history  of  allergy  or  bronchial  asthma  Possible  exacerbation  or 
activation  of  systemic  lupus  erythematosus  has  t)een  reported  with 
thiazide  diuretics. 

Precautions;  The  bioavailability  of  the  hydrochlorothiazide  component  of 
'Dyazide'  is  about  50%  of  the  Bioavailability  of  the  single  entity 
Theoretically,  a  patient  transferred  from  the  single  entities  of  triamterene 
and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure  or  lluid 
retention  Similarly,  it  is  also  possible  that  the  lesser  hycfrochlorolhiazide 
bioavailability  could  lead  to  increased  serum  potassium  levels  However 
extensive  clinical  experience  with  'Dyazide'  suggests  thai  these  conditions 
have  not  tjeen  commonly  observed  in  clmicai  practice  Angiotensin- 
converting  enzyme  (ACE)  inhibitors  can  elevate  serum  potassium  use 
with  caution  with  Dyazide'.  Do  penodic  serum  electrolyte  determinations 
(particularly  important  in  patients  vomiting  excessively  or  receiving 
parenteral  fluids,  and  during  concurrent  use  with  ampnolericin  B  or 
corticosteroids  or  corticotropin  [ACTH])  Periodic  BUN  and  serum 
creatinine  determinations  should  be  made,  especially  in  the  elderly 
diabetics  or  those  with  suspected  or  confirmed  renal  insufficiency 
Cumulative  effects  of  the  drug  may  develop  in  patients  with  impaired  renal 
function  Thiazides  should  be  used  with  caution  in  patients  with  impaired 
hepatic  function  They  can  precipitate  coma  in  patients  with  severe  liver 
disease  Observe  regularly  for  possible  blood  dyscrasias,  liver  damage, 
other  Idiosyncratic  reactions  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  and  hemolytic  anemia  have  been  reported 
with  thiazides  Thiazides  may  cause  manifestation  of  latent  diabetes 
melliius  The  effects  of  oral  anticoagulants  may  be  decreased  when 
used  concurrently  with  hydrochlorothiazide:  dosage  adjustments  may  be 
necessary  Clinically  msignilicanl  reductions  in  arterial  responsiveness 
to  norepinephrine  have  been  reported  Thiazides  have  also  been  shown  to 
increase  the  paralyzing  eflect  ot  nondepolarizing  muscle  relaxants  such 
as  tubocurarine  Triamiereneisa  weak  folic  acio  antagonist  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly  Antihypertensive  effects 
may  be  enhanced  in  post-sympathectomy  patients  Use  cautiously  in 
surgical  patients  Triamterene  has  been  found  m  renal  stones  in  associa- 
tion with  the  other  usual  calculus  components  Therefore,  Dyazide' 
should  be  used  with  caution  in  patients  with  histories  of  sione  formation 
A  few  occurrences  of  acute  renal  failure  have  been  reported  in  patients 
on  Dyazide'  when  treated  with  indomethacin  Therefore,  caution  is 
advised  m  administering  nonsteroidal  anti-mllammatory  agents  with 
'Dyazide'  The  following  may  occur  transient  elevated  BUN  or  creatinine 
or  both,  hyperglycemia  and  glycosuria  (diabetic  insulin  requirements  may 
be  altered),  hyperuricemia  and  gout,  digitalis  intoxication  (in  hypokalemia), 
decreasing  alkali  reserve  with  possible  metabolic  acidosis  Dyazide' 
interferes  with  fluorescent  measurement  ot  quinidme.  Hypokalemia  is 
uncommon  with  'Dyazide',  but  should  it  develop,  corrective  measures 
should  be  taken  such  as  potassium  supplementation  or  increased  dietary 
intake  of  potassium-rich  foods  Corrective  measures  should  be  instituted 
cautiously  and  serum  potassium  levels  determined  Discontinue  correc- 
tive measures  and  'Dyazide'  should  laboratory  values  reveal  elevated 
serum  potassium  Chloride  deficit  may  occur  as  well  as  diluiional 
hyponatremia  Concurrent  use  with  chlorpropamide  may  increase  the  risk 
of  severe  hyponatremia  Serum  PBl  levels  may  decrease  without  signs 
ot  thyroid  disturbance  Calcium  excretion  is  decreased  by  thiazicfes 
'Dyazide'  should  be  withdrawn  before  conducting  tests  tor  parathyroid 
function  Thiazides  may  add  to  or  potentiate  the  action  of  other  anti- 
hypertensive drugs  Diuretics  reduce  renal  clearance  of  lithium  and 
increase  the  risk  ot  lithium  toxicity 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  headache 
dry  mouth:  anaphylaxis,  rash,  urticaria,  photosensitivity  purpura  other 
dermalological  conditions,  nausea  and  vomiting,  diarrhea,  constipation 
other  gastrointestinal  dislurOances,  postural  hypotension  (may  be 
aggravated  by  alcohol,  barbiturates,  or  narcotics)  rjecrotizmg  vasculitis 
paresthesias,  icterus,  pancreatitis,  xanthopsia  and  respiratory  distress 
including  pneumonitis  and  pulmonary  edema,  transient  blurred  vision 
sialadenitis,  and  vertigo  have  occurred  with  thiazides  alone  Triamterene 
has  been  found  in  renal  stones  in  association  with  other  usual  calculus 
components  Rare  incidents  of  acute  interstitial  nephritis  have  been 
reported  Impotence  has  been  reported  in  a  few  patients  on  'Dyazide' 
although  a  causal  relationship  has  not  been  established 

Supplied:  Dyazide'  is  supplied  as  a  red  and  white  capsule,  in  bottles  of 
1000  capsules;  Single  Unit  Packages  (unit-dose)  of  100  (intended  (or 
institutional  use  only);  in  Patient-PaK""  unlt-of-use  bottles  of  100. 


In  Hypertension*. . . 
When  "Vbu  Need  to 
Conserve  K+ 


Remember  the  Unique 
Red  and  White  Capsule: 
"feur  Assurance  of 
SK&F  OuaUtv 


-^-     Serum  K+  and  BUN  should  be  checked  periodically  (see  Warnings  and  r^ecautii 


Potassium-  Sparing 

Dl!AZIDEr 

25  mg  Hydrochlorothiazide/50  mg  Triamterene/SKF 

Over  20  Years  of  Confidence 


The  unique 

red  and  white 

Dyazide*  capsule: 

"Vbur  assurance  of 

SK&F  quality 


a  product  of 

SI^&F  CO. 

Carolina.  PR  00630 


aSK&FCo,  1983 


Motrin  dCX!) 


ibuprofen 


TABLETS 

mg 


Economy 


iHrf" 


11986  The  Upiohn  Company 
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Continuing  Medical 
Education 


Please  note;  The  Continuing  Medical  Education  Programs  at  Bowinan 
Gray,  Duke,  East  Carolina  (ECUl  and  UNC  Schools  of  Medicine,  Dorothea 
Dix.  and  Burroughs  Wellcome  Company  are  accredited  by  the  American 
Medical  Association.  Therefore  CME  programs  sponsored  or  cosponsored 
by  these  schools  automatically  qualify  for  AMA  Category  I  credit  toward 
the  AMA's  Physician  Recognition  Award,  and  for  North  Carolina  Medical 
Society  Category  A  credit.  Where  AAFP  credit  has  been  obtained,  this 
also  is  indicated. 


IN  STATE 


June  11-13 

34th  Annual  Mountaintop  Medical  Assembly 
Place:      Waynesville 

Info:  George  W.  Brown,  M.D.,  Mountaintop  Medical  Assembly, 
Waynesville  28786.  704/456-6021 

June  15-17 

Surgery  for  Coronary  Artery  Disease 

Place:      Durham 

Fee:        $460  ACC  members;  $525  others 

Credit:     17  hours  Category  I  ACCME 

Info;  Registration  Secretary.  Extramural  Programs  Dept,  American 
College  of  Cardiology,  9111  Old  Georgetown  Rd.,  Bethesda, 
MD  20814.  800/253-4536;  in  MD  or  AK  301/897-5400 

July  3-5 

NCMS  17th  Annual  Sports  Medicine  Symposium 

Place;      Wrightsville  Beach 

Info;        W.  Alan  Skipper,  919/833-3836  or  800/722-1350 

July  13-15 

U.S.  Olympic  Festival  Sports  Medicine  Conference;  Part  II,  Athletic  Injury 

Prevention  and  Treatment 

Place:      Durham 

Credit;     pending 

Info;        Cynthia  C.  Easteriing,  M.Ed.,  Office  of  CME,  Box  3108  DUMC, 

Durham  27710.  919/684-6878  or  684-6485:  outside  NC  800/222- 

9984 


July  13-17 

29th  Annual  Postgraduate  Course/Morehead  Symposium 

Place:      Durham 

Credit:     26  hours  Category  I  AMA;  AAFP  24.75  prescribed 

Info;        Cynthia  C.  Easteriing,  M.Ed..  Office  of  CME,  Box  3108  DUMC, 

Durham  27710.  919/684-6878  or  684-6485;  outside  NC  800/222- 

9984 

July  27-31 

10th  Annual  Radiology  Postgraduate  Course 

Place:      Atlantic  Beach 

Credit:    20  hours  Category  I  AMA 

Info:        Cynthia  C.  Easteriing,  M.Ed.,  Office  of  CME,  Box  3108  DUMC, 

Durham  27710.  919/684-6878  or  684-6485;  outside  NC  800/222- 

9984 

August  14-16 

Family  Physicians  Weekend 

Place:      Wrightsville  Beach.  NC 

Credit;     12  hours  AAFP 

Info;        Paula  Baker,  Meeting  Coordinator,  North  Carolina  Academy  of 

Family  Physicians,  P.O.  Box  18469,  Raleigh  27619.  919/781- 

6467 

August  22-23 

Urology  —  State  of  the  Art 
Place;      Winston-Salem 
Fee;         $200 

Info:        CME  Coordinator,  Dept.  of  CME,  AMA,  535  N.  Dearborn  St., 
Chicago  IL,  60610.  312/645-4952 


NCMJ  will  no  longer  publish  an  out-of-state 
Continuing  Medical  Education  list. 
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Classified  Ads 


KEEPING  LONG  HOURS?  Too  many  patients  and  not 
enough  time?  Have  you  considered  employing  a  piiy- 
sician  assistant  to  iielp  you  extend  your  practice  with- 
out extending  yourself:  The  North  Carolina  Academy 
of  Physician  Assistants  can  supply  you  with  helpful 
information  about  the  training  and  capabilities  of  phy- 
sician assistants.  For  more  information  contact  Dean 
Minton,  PA-C,  NCAPA  Public  Affairs  Chairman,  209 
Shenendoah  Dr.,  Winston  Salem  27103.  919/748-2247 
(work);  919/768-4934  (home). 

MARTINSBURG,  WEST  VIRGINIA  -  Seeking  direc- 
tor, board  prepared  or  certified  in  emergency  medi- 
cine, for  busy  268  bed  hospital  within  1-1/2  hour  drive 
of  Washington,  D.C.  Attractive  compensation  and 
malpractice  insurance  provided.  Please  submit  re- 
sume to  Emergency  Consultants,  Inc.,  One  Winde- 
mere  Place,  Room  33,  Petoskey,  MI  49770.  800/253- 
7092  or  in  Michigan  800/632-9650. 

BLOWING  ROCK:  Family  Practitioner  to  join  two  doc- 
tor practice  in  year  round  resort  community.  28  bed 
JCAH  approved  hospital  with  associated  nursing  fa- 
cility. Blowing  Rock  Medical  Clinic,  P. A.,  P.O.  Box 
8,  Blowing  Rock,  28605. 

PRACTICE  OPPORTUNITY  —  PEDIATRICIAN: 
Practice  opportunity  for  Board  Eligible/Board  Cer- 
tified Pediatrician  in  a  warm  and  friendly  community 
in  Eastern  South  Carolina,  North  Myrtle  Beach  vi- 
cinity. Ideal  recreational  opportunities  to  include  the 
beach,  sailing,  fishing,  tennis  and  golf.  The  pediatric 
practice  is  very  well  established.  Excellent  financial 
package  from  hospital —  a  105  bed  modern  hospital 
with  a  40  bed  Extended  Care  facility.  Contact  Alton 


Ewing,  Assistant  Administrator,  Loris  Community 
Hospital,  Loris,  SC  29569.  803/756-4011. 

INTERNIST  OR  NONINVASIVE  CARDIO:  SW  North 
Carolina.  Family-oriented,  semirural,  tourist  town  1- 
2  hours  from  Asheville  and  Atlanta.  Supported  by 
<100  bed  hospital,  3  county  drawing  area  of  70K. 
Outdoor  amenities:  hunting/fishing/camping/skiing/ 
etc.  Compensation  package.  Contact  Bob,  Tyler  & 
Company,  9040  Roswell  Road,  Atlanta,  GA  30338. 
Collect  404/641-6411. 

ASSISTANT  HEALTH  DIRECTOR  -  Mecklenburg 
County  is  currently  seeking  an  Assistant  Health  Di- 
rector to  head  the  Personal  Health  division  consisting 
of  seven  programs  for  a  large  urban  county  health 
department.  Program  areas  include  Child  Health, 
Children's  Special  Health  Services,  Dental  Health, 
Nutrition  and  Dietetic  Services,  WIC,  Family  Plan- 
ning and  Maternity  Care.  Administratively  respon- 
sible for  a  staff  of  85  in  addition  to  Clinical  respon- 
sibility of  direct  patient  care.  Must  be  Board  Certified 
in  OB-GYN  specialty,  eligible  for  North  Carolina 
Medical  licensure.  Public  Health  experience/training 
preferred.  Salary  range  $48,480-$68,381  with  com- 
petitive fringe  benefits  package.  Qualified  applicants 
should  submit  resume  and  salary  history  in  confidence 
to:  Recruitment  Administrator,  Mecklenburg  County 
Personnel,  720  East  Fourth  Street,  Suite  300,  Char- 
lotte 28202.  EEO  M/F/H. 
VIRGINIA  BEACH,  VA:  Opportunity  to  join  two  es- 
tablished practitioners  in  desirable  growth  area.  Eq- 
uitable terms  in  traditional  family  practice  setting. 
Write  to  Code  25,  NCMJ,  Box  3910  DUMC,  Durham 
27710. 


1 


NCMJ  Classified  Ads  .  .  . 
Send  your  ad  to: 

Managing  Editor 

Box  3910 

Duke  University  Medical  Center 

Durham  27710 

Please  specify  the  number  of  issues  in  which  you'd  like 
it  to  appear.  Include  your  name,  address,  and  phone 
number. 

Closing  date  is  the  25th  of  the  second  prior  month.  For 
cost  and  billing  information,  call  919/684-5728. 
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Consider  the 
causative  organisms 


cefaclor 


250-mg  Pulvules®t.i.d. 

offers  effectiveness  against 

the  major  causes  of  bacterial  bronchitis 

Haemophilus  influenzae,  Streptococcus  pneumoniae 

(amplclllin-susceptlble  and  ampicillin-reslstant) 


Note:  Ceclor  is  contraindicated  in  patients  with  known  allergy 
to  ttie  cephalosporins  and  should  be  given  cautiously  to 
penicillin-allergic  patients. 


Penicillin  Is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophy- 
laxis of  rheumatic  fever.  See  prescribing  information. 


Ceclor*  (cefaclor) 

Summary.  Consult  the  package  literature  for 
prescribing  Information. 

Indications:  Lower  respiratory  infections, 
including  pneumonia,  caused  by  susceptible 
strains  ot  Sfreptococcus  pneumoniae.  Haemo- 
philus influenzae,  and  Streptococcus  pyogenes 
(groupA^-tiemolyticstfeptococci). 

Contratnd  I  cation: 

Known  allergy  to  cephalosporins. 

Warnings: 

CECLOR  SHOULO  BE  ADMINISIEHEO  CAUTIOUSLV  10 
PENICILLIN-SENSITIVE  PATIENTS  PENICILLINS  AND  CEPHA- 
LOSPORINS SHOW  PARTIAL  CROSS-ALLERGENICiTV  POSSI- 
BLE RE  ACTIONS  INCLUDE  ANAPHYLAXIS 

Administercautiousiy  to  allergic  patients 
Pseudomembtanous  colitis  has  been 
reported  with  virtually  all  broad-spectrum 
antibiotics  It  must  be  considered  in  differential 
diagnosis  of  antibiotic-associated  diarrhea 
Colon  flora  is  altered  by  broad-spectrum 
antibiotic  treatment,  possibly  resulting  in 
antibiotic-associated  colitis 


Precautions: 

•  Discontinue  Ceclor  in  the  event  ot  allergic 
reactions  to  It 

•  Prolonged  use  may  result  m  overgrowth  of 
nonsusceptible  organisms 

■  Positive  direct  Coombs'  tests  have  been  re- 
ported during  treatment  with  cephalosporins 

•  Ceclor  should  be  administered  with  caution  in 
the  presence  of  markedly  impaired  renal  func- 
tion Alttioughdosagead|ustments  in  moderate 
to  severe  renal  impairment  are  usually  not 
required,  careful  clinical  observation  and  labo- 
ratory studies  should  be  made 

•  Broad-spectrum  antibiotics  should  be  pre- 
scribed with  caution  in  individuals  with  a  his- 
tory of  gastrointestinal  disease,  particularly 
colitis 

•  Safety  and  effectiveness  have  not  been  deter- 
mined in  pregnancy,  lactation,  and  infants  less 
than  one  month  old.  Ceclor  penetrates 
mother's  milk  Exercise  caution  lo  prescribing 
foflhese  patients 

Adverse  Reactions:  (percentage  of  patients) 

Therapy-related  adverse  reactions  are 
uncommon  Those  reported  include' 


•  Gastrointestinal  (mostly  diarrhea)  2.5% 

•  Symptoms  of  pseudomembranous  colitis  may 
appear  either  during  or  after  antibiotic  treat- 
ment 

■  Hypersensitivity  reactions  (including  mor- 
billiform eruptions,  pruritus,  urticaria,  and 
serum-sickness-hke  reactions  that  have 
included  erythema  multiforme  [rarely.  Ste- 
vens-Johnson syndrome]  or  the  above  skm 
manifestations  accompanied  by  arthritis/ 
arthralgiaand,  frequently,  fever)  1  5%,  usually 
subside  within  a  few  days  after  cessation  of 
therapy  Serum-sickness-like  reactions  have 
been  reported  more  frequently  in  children  than 
m  adults  and  have  usually  occurred  during  or 
following  a  second  course  of  therapy  with 
Ceclor  No  serious  sequelae  have  been 
reported  Antihistamines  and  corticosteroids 
appear  to  enhance  resolution  of  the  syndrome. 

•  Cases  of  anaphylaxis  have  been  reported,  tialf 
of  which  have  occurred  in  patients  with  a  his- 
tory of  penicillin  allergy 

•As  with  some  penicillins  and  some  other 
cephalosporins,  transient  hepatitis  and  chole- 
static laundice  have  been  reported  rarely 

•  Rarely,  reversible  hyperactivity,  nervousness. 


insomnia,  confusion,  hypertonia,  dizziness, 
and  somnolence  have  been  reported 

•  Other-  eosinopfiilia.  2%;  genital  pruritus  or 
vaginitis,  less  than  1%;  and,  rarely,  throm- 
bocytopenia. 

Abnormalities  In  laboratory  results  ot  uncer- 
tain etiology 

•  Slight  elevations  in  hepatic  enzymes 
•Transient  fluctuations  in  leukocyte  count 
(especially  in  infants  and  children) 
•Abnormal  urinalysis,  elevations  in  BUN  or 
serum  creatinine 

•  Positive  direct  Coombs'  test, 

•  False-positive  tests  for  urinary  glucose  with 
Benedict's  or  Fehling's  solution  and  Clinitest* 
tablets  but  not  with  Tes-Tape*  (glucose 
enzymatic  test  strip.  Lilly)  ^^^^^^^^ 

PA  8794  AMP 
'ei9S7,  ELI  LlUr  AND  COMPANY 

AMirionalmtoim3tion3v3ilablelDllie 
pfotession  on  request  Horn  Sli  Lilly  ani] 
Company,  Indianapolis.  Indiana  46285 
Eli  Lilly  Industries,  Inc 
Carolina,  Puerto  Rico  00630 
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The  Generator  That  Makes  Other  Generators  Obsolete! 

The  New  Bennett  80  Programmable 

/lUrO-TECH 

Ad\'anced  techm )!( igy  ha.s  enabled  B  lS:  B  X  Raw 
Inc.  to  offer  you  the  Bennett  80  Programmable 
Auto  Tech,  a  generator  that  offens  you  accuracy. 
conivriiencL',  and  cfficiuncy.  With  Auto-Tech  ytiii 
ne\'er  have  to  mea.sure  anatomical  part.s  or  equate 
facH)r,s  from  technique  chart.s.  The  Bennett  Auto 
Tech  has  80  pre  programmed  technique  .selec 
tioas  for  which  anatomical  part.s  are  automaticalK- 
mea.sured  by  .sonar  and  converted  into  optimum 
kVp  and  mA.s  u.sing  the  shortest  e.xposure  time 
and  highest  mA  possible.  This  technique  .saves 
you  time  and  money  by  producing  consistentK' 

optimum  quality  radiographs  and  eliminating  co.stly  repeated  exposures.  In  lact,  we're  so  confident  in  the 
performance  of  the  Auto  Tech  that  it  has  a  seivii  war  wairaut)'! 

And.  as  with  all  Bennett  equipment,  it  is  buiit  with  a  modtilar  concept  in  mind.  It  allows  vou  to  design  .i 
radiographic  .s\'stem  for  sotir  present  and  ftiture  need.s  by  .selecting  the  basic  .system  and  adding  optional 
accessories.  Also,  the  Auto  Tech  can  be  reprogrammed  to  suit  your  film/screen  combinations  and  your  specific 
needs.  Now  vou  know  wh\' the  New  80  Programmable  Auto  Tech  is  making  other  generators  ob.solete. 


B&BXRAY 


working  for  the  end  result— optimum  quality  radiographs 
P.O.  Box  802  Matthews.  NC  28105 


In  NCCall  1-800-222-9262 
In  SC  Call  Collect  704-847-8521 
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Significantly  improves  hemodynamics 


Bumex 

bumetanide/Roche 

0,5-mg,  1  -mg  and  2-mg  scored  tablets, 

2-ml  ampuls  (025  mg/ml)  and  2-ml.  4-ml 

and  10-ml  vials  (025  mg/ml) 

REDUCES 

FLUID  OVERLOAD 

and  eases  the  burden 

on  the  failing  heart 


X 

E 
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A  Pulmonary  Artery  Mean  Pressure 
O  Pulmonary  Arlery  Wedge  Pressure 
D  Right  Atrial  Pressure 


12  3         4  5  6  7 

Days 

Ten  potienis  with  CHF  showed  marked  hemodynamic  impfovemeni  after  seven  days  ot 
BUM£X*(bumetanide/Rocrie)  (mean  values  *  SE)  Adapted  from  Olesen,  e/o/ ' 

References:  l.OlesenKK  e/o'  Postgrad  Med  J  51  iSupp\  6)  54-63.  1975  2, Handlers 
DhingraRC.  Rosen  KM  J  Clin  Pharmacol  21  706-711,  Nov-Dec  1981  3.  Brafer  DC. 
elal  Clin  Pharmacol  Ther 34  207 -7i 3  Aug  1983  4- Brater  DC,  Fox  WR  ChennavasinP 
J  Clin  Pharmacol  21  599-603.  Nov-Dec  1981  5.  Davtes  DL.  el  al  dm  Pharmacol  Ther 
15  141-155,  Feb  1974 


BUMEX' 

bumetonlde/Rocrie 

0  5-mg,  1-mg  ond  2-mg  scored  toblets, 

2-ml  ampuls.  2-ml,  4-ml  ond 

10-ml  viols  (0.25  mg/ml) 

BUMEX '  (bumetanlde/Roche) 

Before  prescribing,  please  consul!  complete  product  inlormofion.  o  summatv  of  whjcti  lollows; 


WARNING;  Bumex  (bumetonlde/Rocrie)  Is  a  potent  diuretic  which,  if  given  in  excessive 
omounTs,  con  leod  to  a  profound  diuresis  with  water  and  electroiyie  tJepienon  Therefore, 
coreful  medical  supervision  is  required,  ond  dose  and  dosage  schedule  have  to  be 
adjusted  to  the  individual  porienrs  needs  (See  under  DOSAGE  AND  ADMINISTRATION  In 
complete  product  Infomiotion.) 


INDICATIONS  AND  USAGE:  Edemo  ossocialed  with  congestive  heart  toilufe,  hepatic  ond  renal 
disease,  including  the  nephrotic  syndrome 

Almost  equal  diuretic  response  occufs  otter  oral  ond  parenteral  oaministrotion  of  Bumex  It 
impoired  gostrointestinol  obsorption  is  suspected  or  oral  administration  is  not  practical,  Bumex 
should  be  given  by  the  intramuscular  or  intravenous  route 

Successful  treatment  with  Bumex  lollawing  insfonces  of  ollergic  reactions  to  turosemide  suggests 
0  lock  of  cross- sensitivjty 

CONTRAINDICATIONS:  Anuria  Hypersensitivity  and  in  patients  in  hepatic  coma  or  in  states  of 
severe  electrolyte  depletion  Although  Bumex  can  be  used  to  induce  diuresis  m  renal  insutficiency 
any  marked  increase  in  Olood  ureo  nitrogen  or  creotinine.  or  the  development  ot  oliguria  during 
Iheropv  ol  patients  with  progressive  renol  disease,  is  an  indication  lor  discontinuation  of  treatment 
WARNINGS:  Dose  should  be  adjusted  to  patienrs  needs  Excessive  doses  or  too  frequent 
administration  can  lead  to  profound  water  loss,  eleclfol/le  aepletion,  dehydration,  reduction  in 
blood  volume  and  circulotory  collapse  with  the  possibility  of  vascular  thrombosis  and  embolism, 
porticulorly  in  elderly  patients 

Prevention  ot  hypokalemia  requires  particular  attention  in  potienis  receiving  atgitolis  and  diuretics 
lor  congestive  heorl  failure,  hepatic  cirrtiosis  and  ascites,  states  of  aldosterone  excess  wifti 
normal  renol  (unction,  potossium-losmg  nephropa%,  certain  diarrheal  stales,  ot  other  states 
where  hypokolemio  is  thought  lo  represent  particular  added  rist^s  to  tne  patients 
In  potients  with  hepatic  cinhosis  ond  ascites,  sudden  olterotions  ol  electrolyte  balance  may 
precipitate  hepatic  encephalopathy  and  coma  Treatment  in  such  patients  is  best  initiated  in  the 
hospilol  witn  small  doses  and  coreful  monitoring  of  the  potienrs  clinicol  status  and  electrolyte  bal- 
ance Supplemental  potossium  ona/or  spironolactone  moy  prevent  hypokolemio  ond  metatwiic 
alkalosis  in  these  patients 

In  cots,  dogs  and  guinea  pigs  Bumex  hos  been  shown  to  produce  ototaxicitv  Since  Bumex  is 
about  40  to  60  times  as  potent  as  turosemide,  it  is  anticipated  that  blood  levels  necessary  to  pro- 
duce ototoxicity  will  rorely  be  achieved  The  potential  for  otoloxiciry  increases  with  intravenous 
ffieropy  especiolly  of  high  doses 

Potients  allergic  lo  sulfonamides  moy  show  hypersensitivity  lo  Bumex 
PRECAUTIONS:  Measure  semm  potassium  periodically  and  ada  potassium  supplements  or 
potassium -span  ng  diuretics,  if  necessary  Periodic  determinations  ol  other  electrolytes  ore  oavised 
in  patients  treoted  with  high  doses  or  lor  prolonged  periods,  particularly  in  ihose  on  low  salt  diets 
Hypemricemio  may  occur  (Reversible  elevations  ol  the  BUN  and  creatinine  may  occur  especiolly 
with  dehydration  ond  in  patients  with  renal  insufficiency  Bumex  may  increose  urinary  calcium 
excretion 

Possibility  of  effect  on  glucose  metabolism  exists  Penodic  determinations  ol  blood  sugar  should 
be  done,  particularly  in  patients  with  diabetes  or  suspected  latent  diobetes 


Patients  should  be  observed  regularly  lof  possible  occurrence  ol  blood  dyscrasias.  liver  domoge 

or  idiosyncratic  reoclions 

Especially  in  presence  ol  impaired  renol  function,  use  of  porenterolly  administered  Bumex  should 

be  avoided  in  patients  to  whom  aminoglycoside  ontibiotics  are  olso  being  given,  except  in 

lile-threatening  conditions 

Drugs  with  nephrotoxic  polentiol  ond  bumelonide  should  not  be  administered  simultaneously 

Since  lithium  reduces  renal  clearance  and  odds  a  hign  risk  ol  lithium  toxicity  if  should  not  be  given 

with  diuretics 

Probenecid  should  not  be  administered  concurrently  with  Bumex 

Ckjncurrent  therapy  with  indomethocin  not  recommended 

Bumex  may  potentiote  the  effects  of  antihypertensive  drugs,  necessitating  reduction  m  dosage 

Interaction  studies  in  humans  hove  shown  no  effect  on  digoxin  blood  levels 

Interaction  studies  in  humans  hove  shown  Bumex  to  hove  no  etiecl  on  worlann  metabolism  or  on 

piosmo  prothrombin  activity 

Pregnancy  Bumex  should  be  given  too  pregnoni  woman  only  i(  the  potential  benefit  justifies  the 

potential  nsk  to  the  fetus 

Bumetanide  may  be  excreted  in  breast  milk 

Pediatric  Use  Solely  and  ettectiveness  below  age  18  not  established 

ADVERSE  REACTIONS:  Muscle  cramps,  dizziness,  hypotension,  headoche  and  nousea.  and 

encephalopathy  (in  potients  with  preexisting  liver  aiseose) 

Less  Ifequeni  clinical  adverse  reactions  ore  weakness,  impaired  hearing,  rash,  pruritus,  hives. 

electrocardiogram  changes,  abdominal  pam.  arthritic  pom,  musculoskeletal  pom  and  vomiting 

Other  clinical  odverse  reoctions  ore  vertigo,  chest  pom  ear  discomlorl,  fatigue,  dehydration. 

sweating,  hyperventilation,  dry  mouth,  upset  stomach,  renoHailure,  oslenxis.  ilchmg.  nipple  len- 

aerness,  diarrhea,  premature  ejaculation  and  difficulty  maintaining  an  erection 

Laboratory  abnormolities  reported  ore  hyperuricemia,  azotemia,  hyperglycemia,  increased  serum 

creatinine,  hypochloremio.  hypokolemio,  hyponatremia,  and  vonotions  in  CO2  content. 

bicarbonate,  phosphorus  and  calcium  Although  manilestattons  ot  the  pharmacologic  action  ol 

Bumex,  these  conditions  may  become  more  pronounced  by  intensive  theropy 

Diuresis  induced  by  Bumex  may  olso  rarely  be  accompanied  by  chonges  in  LDH.  total  serum 

bilirubin,  semm  proteins.  SGOT  SGPT  olkoline  phosphatase,  cholesterol,  creatinine  clearance. 

deviations  in  hemoglobin,  prothrombin  time,  hematocrit,  platelet  counts  and  differential  counts 

Increases  in  urinary  glucose  and  urinary  protein  hove  olso  been  seen 

DOSAGE  AND  ADMINISTRATtON: 

0ml  Administration  The  usual  total  doily  dosage  is  0  5  lo  2  0  mg  ana  in  most  patients  is  given 

as  0  single  dose 

Parenteral  Administration  Administer  lo  patients  (IV  or  IM)  with  Gl  obsorption  problem  or  who 

connot  take  oral  The  usuol  initiol  dose  is  0  5  to  1  mg  given  over  1  to  2  minutes  II  msutlicienl 

response,  a  second  or  third  dose  moy  be  given  at  2  lo  3  hour  intervals  up  to  a  maximum  ol 

lOmgodoy 

HOW  SUPPLIED-  Tablets  0  5  mg  (light  green),  1  mg  (yellow)  and  2  mg  (peoch).  bottles  ol  100 

ona  500.  Prescription  Paks  of  30.  Tel-E-Dose^'  cottons  ot  100  Imprint  on  tablets  0  5  mg- 

ROCHE  BUMEX  0  5,  1  mg-ROCHE  BUMEX  1.  2  mg-ROCHE  BUMEX2 

Ampuls,  2  ml,  0  25  mg/ml,  boxes  ol  ten 

Vials.  2  ml,  4  ml  ond  10  ml,  0  25  mg/ml.  boxes  ol  ten. 
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ROCHE  LABORATORIES 

vision  ol  Hoflmonn-La  Roche  Inc 
Nutley  New  Jersey  071 10 


OVERLOAD 


Reduce  fluid  volume  and 
Improve  hemodynamics  in  CHF 

Edema  due  to  congestive  tieort  failure  often 
demands  tiigtily  effective  diuresis  to  reduce  ttie 
fluid  load  on  ttie  foiling  tieort.  Bumex*  (bumet- 
onide/Roche)  is  ttie  next  generation  in  loop 
diuretic  ttierapy  for  ttiree  powerful  reasons.  It 
moves  out  an  unsurpassed  volume  of  fluid  and 
sodium,  resulting  In  significant  reductions  in 
edema  and  right  atrial  and  pulmonary  artery 
wedge  pressures.  '■'  It's  almost  completely 
absorbed  thirougti  ttie  Gl  tract,  so  it's  easy  to 


titrate.^  And  Bumex  completes  higti-volume 
diuresis  fost-wittiin  four  tiours  of  usual 
doses. "^  Your  patients  spend  less  time  in 
diuresis,  more  time  in  normal  activities. 

Bumex  tias  o  good  safety  profile;  tiowever, 
as  witti  oil  loop  diuretics,  Bumex,  if  given  in 
excessive  amounts,  con  lead  to  profound 
diuresis  with  water  and  electrolyte  depletion, 
including  hypokalemia.  Serum  electrolytes 
should  be  monitored  periodically  especially  i 
patients  on  low  salt  diets  or  those  treated  for 
prolonged  periods  or  on  high  doses. 
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Please  see  relerences  and  su'mmqry  o(  product  intormalion  on  preceding  page 
CopyrigW  ©1986  bv  Hotlmonn-Lo^oche  Inc.  All  rignis  reser  ""^ 
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